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Mental Disturbance: 
Sickness or Crime? 


A tremendous measure of publicity today is given to a 
“We must cultivate a progressive attitude toward mental 
illness” campaign. As one of the more popular targets for 
reform, the needs in the field of mental illness are blared 
from radio, television, newspapers, mass magazines, bill- 
boards, and mailing pieces. 


Yet in spite of advanced thinking and research, Texas 
is the only state which retains a mandatory jury trial for 
all indefinite commitments (more than 90 days) to state 
hospitals, even though jury trial may be waived in all other 
civil matters. For one who already is mentally disturbed, 
the shock of being brought into court, charged with lunacy, 
hearing evidence of his insanity, and receiving a verdict of 
“guilty” by a lay jury can be a powerful factor in slashing 
his chances for recovery. 

If Texas is to erase the shame of being the only state 
in the nation with this archaic law, a constitutional amend- 
ment, number 7, must be passed at the November 6 elec- 
tion. This amendment allows a waiver of jury trial in com- 
mitment proceedings. It does not abolish trial by jury, but 
allows an alternative to avoid damaging the chances of re- 
covery for the patient and humiliation for his family. The 
amendment further provides that no person may be com- 
mitted to a mental institution unless there is competent 
medical testimony. By the present law, people actually can 
be railroaded into mental institutions because, although 
medical testimony usually is introduced, it is not required. 
A third provision of the proposed amendment is that the 


709 








legislature is authorized to enact specific laws 
providing for the trial and commitment of the 
mentally ill. The present laws are outmoded 
and often contradictory. 


Good commitment laws are important not 
only for humane reasons, but for sound finan- 
cial ones. There are 16,000 Texans in state 
hospitals now, and it is estimated that 1 in 12 
Texans will need hospitalization for mental 
illness sometime during his lifetime. Neces- 
sarily, much of the cost of the care and treat- 
ment in state hospitals must be borne by the 
taxpayers. With new, intensive therapy, about 
80 per cent of all patients admitted for the 
first time can be returned to their communi- 
ties as productive citizens within a year. If 
they are to be fully effective, modern care and 
treatment programs, which mean savings in tax 
dollars, must include good commitment laws. 


Pamphlets issued by the Texas Society for 
Mental Health designed to inform Texas voters 
of the meaning and importance of the waiver 
of jury trial amendment have just been printed. 
A pamphlet is being mailed to each member 
of the Woman’s Auxiliary, and physicians may 
obtain copies for their offices by writing the 
Texas Medical Association, 1801 N. Lamar, 
Austin. The Texas Medical Association has 
endorsed constitutional amendment 7, as have 
the Sheriff's Association of Texas, State Mental 
Hospital Development Association, Texas As- 
sociation for Retarded Children, Texas Council 
of Churches (General Board), Texas Federa- 
tion of Women’s Clubs, Texas Junior Chamber 
of Commerce, Texas Police Association, Texas 
Public Employees Association, and Texas So- 
cial Welfare Association. 


Doctors are in a position to influence their 
patients and friends in favor of this amend- 
ment, and it is hoped that they will do so. A 
similar amendment in 1949 was defeated be- 
cause of lack of interest and support. 


—HAMILTON ForbD, M. D., Galveston. 
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For Medical Education 


During this month and next, Texas doctors 
and their wives will be given a special oppor- 


tunity to express their support of medical edu- 
cation. 


Already under way is a campaign conducted 
through the Woman’s Auxiliary to the Texas 
Medical Association.to sell Christmas cards to 
physicians and their families with proceeds go- 
ing to the American Medical Education Foun- 
dation. The Christmas cards, specially designed 
by Malcolm Thurgood and printed by the 
Texas Medical Association, may be purchased 
through any county medical auxiliary. 


Planned for November is a drive by the 
State Committee for American Medical Educa- 
tion Foundation of the Association to be sure 
that every physician in the state is aware of the 
urgent need medical schools have for supple- 
mentary funds to keep abreast of increasing 
costs and that he is invited to contribute his 
share toward keeping the training of doctors 
on a high level. 


It has been estimated that $10,000,000 an- 
nually is needed to supplement funds regularly 
available to the medical schools of the nation. 
Industry has shouldered a large portion of this 
burden, but the public expects the nation’s 
doctors to show more than a token interest in 
this problem. The American Medical Educa- 
tion Foundation, established under auspices of 
the American Medical Association and with its 
operating costs paid by the AMA, is a channel 
through which the medical profession can con- 
tribute. All donations, which are tax free, go 
to medical schools and their use is unrestricted; 
they may be earmarked for a specific school. 


Texas consistently has received more in 
grants to its medical schools since the estab- 
lishment of AMEF than has been contributed 
from the state. Perhaps this year Texans will 
show their faith in the free, voluntary way in 
more concrete terms than before. 
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Being A Community Asset 


A recurring theme at the public relations 
conference held by the Texas Medical Asso- 
ciation in September was the importance of 
the physician participating in his community 
life. By making himself known through civic 
and humanitarian activity, the doctor not only 
builds respect for his profession but creates a 
friendly background against which to develop 
good individual patient relations. 


Representatives from the smaller county 
medical societies pointed out that doctors in 
towns and small cities almost involuntarily are 
thrust into civic responsibility and are known 
personally to most townspeople. In the larger 
cities doctors must make a conscious effort to 
achieve the same end. 


One panel discussion at the conference cen- 
tered on doctor-community relations. Arbi- 
trarily chosen to illustrate some of the areas 
in which doctors can be active in their com- 
munities were school health problems, volun- 
tary health organizations, and medical educa- 
tion. Doctors’ wives as an equally important 
factor in the medical family-community rela- 
tionship were mentioned, together with the 
need for both doctor and wife to devote some 
of their civic zeal to political problems—and 
not just those relating strictly to health. 

As has been pointed out before, a doctor is 
a member of his community before he enters 
the medical profession, and he does not lose 
his responsibility to the community by becom- 
ing a doctor. The public is aware of that fact 
and appreciates his recognition of it, provided 
that he accepts his place with the give-and-take 
attitude becoming to any citizen. The physi- 
cian himself will be rewarded directly through 
his feeling of participation in worth-while proj- 
ects and the flowering of new friendships and 
indirectly through the intangible but significant 
nurturing of community good will. 
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Polio Being Vanquished 


Another of the dread diseases seems to be 
on the way to, if not oblivion, at least a con- 
tained, controllable corner where eventually it 
will do no more damage than smallpox, diph- 
theria, and the other killers and cripplers that 
have succumbed to medical progress. 


Poliomyelitis, according to statistics from the 
State Department of Health, showed a much 
reduced incidence in Texas during the recent 
summer, the season when it ordinarily takes a 
terrific toll. Up to September 1 this year, the 
provisional case rate for paralytic poliomyelitis 
in persons less than 20 years of age and in 
pregnant women was 1.67 per 100,000 popu- 
lation among those receiving at least one in- 
oculation; in the same group not vaccinated, 
the rate was 17.07, approximately 10 times 
greater. These figures indicate unquestionably 
that the vaccine which was introduced to the 
medical profession and the public with great 
fanfare in April, 1955, is doing the job it was 
designed to do. 


The poliomyelitis vaccine is now available 
in adequate quantities through regular com- 
mercial channels for it to be used without re- 
striction on all patients who want it. The State 
Department of Health is strongly recommend- 
ing that it be administered to young adults. Up 
to September 1 of this year, 15.8 per cent of 
all cases of the disease were in the age group 
of 20 to 29 years and 13 per cent of the para- 
lytic cases were in this age group. 


Recent years have brought startling advances 
in medicine. Perhaps none has fired the im- 
agination more than this step toward eradica- 
tion of death dealing, paralyzing poliomyelitis. 


There is still work to do, however, in seeing 
that possible victims actually receive the vac- 
cine insurance. 


Presidents Page 


A GOOD INVESTMENT 


Texas physicians have a challenging opportunity to assure proper 
financial support of a movement destined to interest hundreds of men 
and women in health careers in the Lone Star State—and at the same 
time help themselves to better care of their patients by overcoming 
the existing deficit in the number of nurses and other paramedical 
personnel. Each of us doubtless has had the distressing experience 
of looking in vain for a competent nurse, x-ray or clinical laboratory 
technician, dietitian, record librarian, or physical therapist. 


The need has been apparent for several years. Cooperating com- 
mittees from the Texas Medical Association, the Texas Hospital Asso- 
ciation, the Texas Graduate Nurses Association, and the Texas League 
for Nursing studied the problem and eventually created the Texas 
Commission on Patient Care. The nurse recruitment program spon- 
sored by the Woman’s Auxiliary to the Texas Medical Association, 
which has collaborated in establishing dozens of Future Nurses Clubs, 
fitted beautifully into the effort. 


A capable human dynamo in the person of Wilson Wells was 
secured as executive secretary; the Trustees of the Texas Medical Asso- 
ciation generously provided office space and secretarial help; indi- 
vidual hospitals donated liberally under the sponsorship of the Texas 
Hospital Association—and the commission in a few months has ac- 
complished several worth-while objectives. 


The by-laws of the Texas Commission on Patient Care, formu- 
lated by a committee which included representation by physicians, state 
that the purpose of the commission is “to stimulate, implement, assist 


in and sponsor activities which will contribute to the best care of the 
patient.” 


Quoting again: “To achieve this objective, the Commission per- 
forms as a service agency to the parent organizations. It shall be the 
intention to obtain a better understanding of the problems and pro- 
grams of all represented groups; to serve as a source of information 
on trends within the programs of the participating organizations; to 
explore the needs for and stimulate studies in areas of patient care in. 
which the organizations participate; and to perform such functions 
and carry on such activities contributing to the major objectives as 
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may be mutually satisfactory to the appointing organizations and the 
Commission.” 













It is specified that “the Commission shall be a service group to 
the organizations represented. It shall be a sounding board for a con- 
structive exchange of opinions. Actions of the Commission are ad- 
visory to and not mandatory on the appointing organizations.” 


The Texas Commission on Patient Care is practically the only 
body in which cooperative effort can be formulated after an exchange 
of ideas, by the main groups concerned with patient care and health 
in this state. 































Everything worth while costs money in this day. The total budget 
for the still modest program of the commission for 1957 is $20,000, 
of which Texas physicians should quickly provide at least $7,500. 
Quite properly, the Trustees of the Texas Medical Association made it 
clear that their financial support did not extend beyond 1956, except 
for a $2,000 allocation for education and fund raising, because they 
felt that the major support thereafter would come from individual 
physicians. 


The need for $7,500 from 7,324 members of the Texas Medical 
Association makes obvious the privilege and obligation of each of us. 
A doctor will spend $10 or more on an evening's entertainment or 
football game, and think nothing about it. A $10 investment in the 
Texas Commission on Patient Care will bring highly satisfactory long- 
range dividends—and could easily help make possible a nurse for some 
member of your family, or a technician that you may need badly. 


You will be receiving at your office a unique brochure, “Deep in 
the Health of Texas,” printed and distributed through the courtesy 
of the Texas Blue Cross-Blue Shield. Read it; take it home to your 
wife; and then both of you use it in stimulating youngsters to enter 
health careers. In the brochure is a bank draft. Fill out yours STAT 
and drop it in the mail to The Texas Commission on Patient Care, 
1801 N. Lamar, Austin. 


Clinic and partnership groups are taking a special interest in the 
financial support of the commission, but it is the privilege and obli- 
gation of every individual physician to help himself by investing in 
the commission. 
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Digitalis 


Intoxication 


ROBERT B. CROUCH, M. D.; 
GEORGE R. HERRMANN, M. D.; and 
MILTON R. HEJTMANCIK, M. D. 


Galveston, Texas 


Dr. Robert B. Crouch, instructor 
in medicine and cardiology at 
the University of Texas Medical 
Branch, and his co-authors are 
from the Cardiovascular Service 
of the Medical Branch. 


In 100 cases of digitalis intoxication, suscep- 
tibility to intoxication appeared to increase with 
age and in patients with active rheumatic fever 
and acute myocardial infarction. Digitoxin and 
digitalis leaf produced 76 per cent of cases; ar- 
rhythmias occurred in 80 per cent. Careful admin- 
istration, close observation, and familiarity with 
the preparation used are the best preventives. 


N INCREASED incidence of digitalis intoxica- 

tion was first noted in this institution? in 1944, 
and since that time several publications* ® 16 18. 20 
have been in substantial agreement with the findings. 
The Cardiovascular Service of the University of Texas 
Medical Branch has had in the past several years an 
Opportunity to treat a large number of patients in 
whom digitalis intoxication was the cause for admis- 
sion. Our hospital statistics show an increasing inci- 
dence of heart disease cases with digitalis intoxica- 
tion as the primary or at least a major diagnosis as 
listed in figure 1. 

In a reexamination of this subject we have taken 
for study 100 consecutive hospital cases of digitalis 
intoxication that were clinically severe, in all of 
which electrocardiographic records were available. 
These patients were seen between September 1, 1948, 
and December 31, 1954. Excluded from the study 
are 63 patients in whom intoxication with digitalis 
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ORIGINAL. 
ARTICLES 


was produced intentionally in the clinical evaluation 
of gitalin’! and acetyl digitoxin.® These have been 
omitted in an attempt to obtain an accurate evalua- 
tion of the condition as it occurs in clinical practice 
at the present time. © 

Table 1 shows the age distribution of the 100 pa- 
tients in the series and the type of underlying heart 
disease. There were 54 white patients and 46 Negro 
patients. There was a considerable difference in sex 
distribution, with 26 females and 74 males. 


The age incidence of heart disease as seen in this 
area!® differs from the age incidence of cardiac pa- 
tients with digitalis intoxication, as there is a greater 
proportion of digitalis intoxication occurring in the 
older age groups. This tends to substantiate the opin- 
ion of many physicians that the older age group is 
more susceptible to digitalis poisoning, although in- 


193-40 44420 «43-44 45-46 47-48 «= 49-50 5-52 :53-54 


No. of 
Cases 


40 


Fig. 1. The chart shows the increasing incidence of 
heart disease cases with digitalis intoxication at the 
Cardiovascular Service of the University of Texas Med- 
ical Branch. 


creased dosage incident to progressive heart disease 
may be the explanation.® The distribution of cases 
among the various types of heart disease corresponds 
to their incidence in this area, and thus no special 
type appears to make the patient particularly suscepti- 
ble to digitalis intoxication. However, it should be 
noted that approximately half of the intoxications in 
the rheumatic group occurred while the rheumatic 
process was active. The irritability of recently in- 
farcted myocardium also may predispose to toxic 
digitalis effects, as 14 patients had subacute myo- 
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DIGITALIS INTOXICATION—Crouch et al—continued 


cardial infarction at the time of occurrence of digi- 
talis intoxication. 


DIGITALIS PREPARATIONS 


Table 2 lists the various digitalis preparations and 
the number of times each was involved in the pro- 
duction of toxicity. There is a further division as to 
whether toxicity occurred during initial digitalization 
or maintenance therapy in patients with congestive 
heart failure. The details of our experiences with 
each of the preparations follow. 


Cedilanid—The 5 cases of toxicity due to Cedi- 
lanid listed were clinically severe, and all occurred 
during initial intravenous digitalization. All 5 cases 
had sudden onset and rapid progression of acute car- 


TABLE 1.—Incidence of Digitalis Intoxication. 


Age Incidence Type of Heart Disease 


No. No. 
Age Patients Type Patients 
0-9 3 Arteriosclerotic ......... 30 
10-19 2 Hypertensive .......... 19 
20-29 4 Hypertensive and 
afteriosclerotic ........ 20 
30-39 5 Sc ah aie s 16* 
40-49 11 Sa oe ee 3 
50-59 24 oo eee 3 
60-69 20 Cor pulmonale .......... 3 
70-79 26 Syphilitic and 
arteriosclerotic ...... 5 
80-89 5 ere 1 


*9 Patients with rheumatic activity. 







diac failure, and thus rapid digitalization was indi- 
cated. Three of these patients had acute myocardial 
infarction, and 2 had postoperative pulmonary edema. 
Cedilanid toxicity was of short duration in all cases, 
because of its well known rapid excretion rate.!® 
Cedilanid is rarely given orally in this area and thus 
administered produced no cases of toxicity in our 
patients. 


Digoxin.—Toxicity to Digoxin in this series oc- 
curred in only 2 cases. This small number of toxic 
cases is no doubt in part due to Digoxin being used 
less frequently than other preparations in our patients 
until recently. The older ampules for intravenous use 
contained Digoxin in an alcohol which required dilu- 
tion, but the new preparation is an isotonic aqueous 
solution which may be used directly from the ampule. 
Both patients were in refractory failure on oral Dig- 
oxin maintenance therapy and developed toxicity 
after receiving additional intramuscular doses of 
Digoxin in hope of obtaining maximum therapeutic 
effect. The signs and symptoms of Digoxin toxicity 
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were of relatively short duration, as noted by Batter- 
man and De Graff. 


Digitoxin—The greatest total number of cases of 
toxicity (41) occurred with digitoxin (Digitoxin, 
Digitoxin Nativelli, Purodigin, and Crystodigin) in 
spite of the fact that it is less commonly used in this 
institution than digitalis leaf. Eleven patents devel- 
oped toxicity during initial digitalization. We assume 
that the wide publicity given the single dose method 
of digitalization with digitoxin is to some degree re- 
sponsible,’® although usually a dose of 1.2 mg. is in- 
adequate for full digitalization. The various pharma- 
ceutical houses have perpetuated the use of the single- 
dose method by advertisements in many medical jour- 
nals. Although digitoxin is completely absorbed from 
the gastrointestinal tract, it does not reach a thera- 
peutic level for several hours.** Digitoxin, in our 
hands, has produced few gastrointestinal disturbances 
even when given in single digitalization dosages. We 
feel that this perhaps is a disadvantage, because the 
commonly known symptoms of the gastrointestinal 
tract in digitalis toxicity constitute a distinct warning 
to the physician and to the patient. In addition, a 
patient who becomes toxic without symptoms may 
have a rapid cardiac rate, with or without an asso- 
ciated arrhythmia, and even progressive cardiac fail- 
ure. When these occur, the physician may fear in- 
adequate therapy. and thus unsuspectingly increase 
the dosage, thereby producing even more severe in- 
toxication. 


Maintenance oral therapy with digitoxin, particu- 
larly the widely publicized 0.2 mg. per day, is much 
more prone to result in overdosage. The incidence 
of toxicity in digitoxin maintenance therapy (table 
2) is several times greater than that for any other 


TABLE 2.—Incidence of Digitalis Preparations 
Producing Toxicity. 








Type of Toxic at Toxic with 
Digitalis Digitalization Maintenance Total 
Cedilanid 5 0 5 
TOES ca 2 0 2 
Digitoxin . . Be, 11 30 41 
Whole test. ........ 27 8 35 
Gitalin uae aer 8 1 9 
Leaf + Digoxin. . 1 0 1 
Leaf + digitoxin Z 0 2 
Unknown combinations 0 5 5 
Total... .. es 56 44 100 


preparation in this series. Again the paucity of 
symptoms may be considered partially responsible. 
In our cases the toxicity to digitoxin was usually of 
longer duration than with any other preparation and 
often lasted as long as seven days. The high incidence 
of digitoxin toxicity and its long duration have been 
the predominant factors in a movement away from 
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DIGITALIS INTOXICATION—Crouch et al—continued 


its use as the drug of choice for treatment of con- 
gestive heart failure.°° 


Whole Leaf Preparations.— Although the whole 
powdered leaf preparations of digitalis are the oldest, 
they continue to be the most commonly used in this 
area. We attribute this to the general reliability of 
products by high type pharmaceutical manufacturers 
who adequately standardize their preparations, to the 
low cost, and to acceptability of the product by most 
physicians. Digitalis intoxication produced by digi- 
talis leaf in this series was second only to digitoxin. 
The commonly recognized symptoms of anorexia, 
nausea, and vomiting which are so frequent in the 
classic descriptions of digitalis intoxication were usu- 
ally noted as the evidences of toxicity. 


Gitalin—In the past few years gitalin has been 
used with increasing frequency in our patients. The 
primary reason for this has been the wider range be- 
tween the therapeutic and toxic doses as reported by 
some investigators” * and the circulation of literature 
referring to the high level of tolerance. Symptoms 
of gastric irritation usually appear as manifestations 
of toxicity prior to the series arrhythmias and may 
lead to a more widespread use of this drug. It is not 
crystalline, but an amorphous product. 


Combinations.—The simultaneous use of more than 
one type of digitalis preparation in a patient may 
be accidental on occasion but at other times may be 
helpful in the management of cardiac failure. Acci- 
dental combinations occurred on 2 occasions in this 
series, when patients continued the use of all medica- 
tions prescribed by more than one physician. Intoxi- 
cation from digitalis also occurred on 4 occasions, 
when a patient who had reached digitalization by a 
rapid intravenous preparation was then given a dif- 
ferent preparation to maintain the digitalization. In 
addition, digitalis intoxication occurred when a pa- 
tient on oral maintenance therapy was considered to 
need more cardiotonic action for maximum benefit. 
Thus another, usually shorter acting, preparation was 
added for several doses. This latter combination has 
occurred most often in attempting to obtain maxi- 
mum therapeutic effect from digitalis in the patient 
whose congestive heart failure has reached almost a 
refractory state. 


AVOIDING INTOXICATION 


From this discussion it is apparent that certain 
facts in digitalis therapy can be emphasized in at- 
tempting to accomplish full digitalization and yet 
avoid an unnecessary digitalis intoxication. It is im- 
possible accurately to predict the exact dosage for 
full digitalization, and thus the single dose method 
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often results in toxicity. When rapid digitalization 
is needed, the intravenous route using a rapidly ex- 
creted product is to be preferred. A comprehensive 
knowledge of and experience with one slow acting 
and one rapid acting digitalis preparation will avoid 
many pitfalls resulting in digitalis intoxication. 
When the physician is attempting to obtain maxi- 
mum therapeutic effect from digitalis in a patient 
whose state of digitalization is unknown, a short act- 
ing preparation such as Cedilanid or Digoxin can be 
used safely in small intravenous or intramuscular test 
doses of 0.4 mg. or 0.5 mg., respectively, at four to 
six hour intervals, and their therapeutic or toxic ef- 
fects carefully observed as a criterion for further 
therapy. Careful administration and close observation 
in these cases is imperative to avoid serious poisoning. 


CAUSES OF INTOXICATION 


As a result of careful study of the hospital records 
of these 100 cases of digitalis intoxication, the cause 
often seemed to be the physician and not the drug. 
At times treatment was over zealous in that maxi- 
mum therapeutic benefit was made secondary to haste 
in obtaining a rapid therapeutic correction of the 
failing heart. Some of our patients received a dose 
for entire digitalization at one time, whereas slow 
administration of the preparation during one to two 
days would have been rapid enough. Over zealous 
therapeutics must be admitted when a patient of 
mild to moderate failure who has received an appar- 
ently adequate amount of digitalis over several days’ 
time has been incapacitated by intramuscular mer- 
curial diuretics daily for as long as a week. This be- 
comes distressing especially when one questions that 
the diuretic was actually indicated, especially in the 
face of the fact that potassium loss or redigitalization 
by mercurial diuretics may occur. 


Other factors in which iatrogenicity were impor- 
tant were the (1) frank overdosage occasionally noted, 
(2) lack of directions to the patient other than that 
written on the prescription sent to the pharmacist, and 
(3) institution of too many medications at one time 
in a patient who is unable to understand the pro- 
gram. These factors can be overcome best by com- 
plete knowledge of the drug by the physician and by 
careful and proper instruction to the patient. 

It must be charged that the patient is often respon- 
sible for the digitalis overdosage because of misunder- 
standing the physician’s instructions or by assuming 
the attitude that “if one tablet is good, two tablets 
will be better.” Then too, we have seen patients who 
visited two physicians in a single day, each physician 
having instituted digitalis without the knowledge of 
the other's similar action. Patients also do odd things 
with medications and their dosage when they become 
ill, either because the pathophysiology of cardiac de- 





TEXAS State Journal of Medicine, OCTOBER, 1956 
















DIGITALIS INTOXICATION—Crouch et al—continued 


compensation has produced cerebral anoxia or be- 
cause of frank cerebral disease. A classic example in 
our experience is the old gentleman who put all medi- 
cations in one vial and proceeded to take “one three 
times daily” regardless of what type tablet came out 
of the vial. 


Another important factor in the production of digi- 
talis intoxication is that of progressive cardiac disease. 
Too often a patient who has been maintained on a 
certain dose of a standard preparation for years sud- 
denly or gradually becomes toxic necessitating a 
change to a smaller maintenance dosage. The actual 
process is a change in digitalis susceptibility or ac- 
cumulative action. The cause is not well understood 
but has been clearly documented. 

Finally, severe renal disease or metabolic disorders 
often producing electrolyte changes such as hypo- 
potassemia or hypercalcemia initiate cardiotoxicity 
from digitalis. 


SIGNS AND SYMPTOMS 


In this series of 100 cases of digitalis intoxication, 
symptoms without signs occurred in 20 per cent of 
the patients, symptoms with signs in 59 per cent, and 
signs alone in 21 per cent. This latter 21 per cent 
emphasizes the potential danger of digitalis intoxica- 
tion which may be unrecognized because commonly 
expected symptoms are absent. 


The classic symptoms of digitalis intoxication are 
well known (table 3). In this series the incidence 


TABLE 3.—Symptoms in Digitalis Intoxication (100 Cases). 
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Symptoms a woe Joe ee oe: 
Anorexia ...... 4 2 32 23 8 7 76 
Se 1 2 29 23 : 5 67 
Vomiting ..... 2 1 29 19 5 5 61 
Diarrhea ..... 2 0 9 3 1 3 18 
Xanthopsia.... 1 0 12 4 2 2 21 
Weakness ..... 2 1 32 21 7 7 70 
Dyspnea ...... 0 0 6 4 0 1 11 
Palpitation .... 0 0 3 6 3 1 13 


of each were: anorexia 76 per cent, weakness 70 per 
cent, nausea 67 per cent, diarrhea 18 per cent, and 
colored vision (red, yellow, or green) 21 per cent. 
Various other signs and symptoms such as headache, 
lassitude, psychosis, and/or neuropathies in our pa- 
tients were not well documented as being primarily 
due to digitalis intoxication. Others such as palpita- 
tion, syncope, and dizziness could be attributed to the 
various digitalis preparations. The 21 cases with signs 
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of intoxication, but without symptoms, are listed in 
table 4 according to the preparation involved. 


TABLE 4.—Signs of Digitalis Intoxication Without 
Symptoms in 21 Cases.* 








ce é 
& g 5 
; 2 sa @ 
3 s Fa 4 3 
= &® § &€ §& 
Signs B Q o 8S BE 
Bigeminy ... :: 1 6 ° 7 
First degree heart block..... 1 5 6 
Atrial fibrillation 
(rapid ventricular rate) . 2 1 3 
Atrial fibrillation 
(very slow ventricular rate) 1 1 1 3 
Second degree heart block . . 2 2 
Total . . 3 16 1 1 21 





*No cases among patients treated with Cedilanid or 
Digoxin. 


ARRHYTHMIAS 





Every type of arrhythmia has been reported as a 
result of digitalis intoxication.*: 1% 18 We have been 
impressed with the frequent change from one ar- 
rhythmia to another in the same electrocardiographic 
tracing. It is not unusual to observe as many as 4 
or 5 different arrhythmias, and the presence of 2 or 
3 arrhythmias is often recorded on a single strip of 
electrocardiogram during digitalis intoxication. 


In this series of 100 cases the arrhythmias were 
studied in all by electrocardiography. The incidence 
of the various arrhythmias is given in table 5. The 
premature contractions of ventricular origin were 
more common than those of supraventricular origin. 
We cannot concur in the concept that premature ven- 
tricular contractions of digitalis intoxication originate 
only from the right ventricle. Rapid ventricular rates 
are frequent and may lead the unsuspecting physician 


TABLE 5.—Arrhythmias in Digitalis Intoxication (100 Cases). 








Frequency 

Arrhythmia (%) 
Frequent premature ventricular contractions. ... . 65 
Premature contractions producing bigeminy .... . 34 
Premature atrial contractions................. 16 
REE SIT OT 16 
Atrial fibrillation (rapid ventricular rate) . 10 
Atrial fibrillation (very slow ventricular rate) . 9 
First degree heart block .............. bas Baten 10 


Second degree heart block ............. oe 7 
er eee 14 
Se ee 13 
Paroxysmal atrial tachycardia with atrial- ventricular 
block (2:1, 3:1, oe 

Atrial flutter .. .. 
Wandering pacemaker ...... 
Atrial-ventricular dissociation. . 
Ventricular fibrillation . . . 


wow da 
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erroneously to consider the patient to have under- 
digitalization. The error is noted in this series in 
which the rapid rates occurred in 33 per cent of the 
intoxication cases and included sinus tachycardia (16 
per cent), paroxysmal atrial tachycardia with varia- 
ble atrial-ventricular block (7 per cent), and rapid 
ventricular rates in atrial fibrillation (10 per cent). 
Ventricular fibrillation was recorded in 3 per cent of 
the cases of intoxication. However, all 3 patients 
with this atrhythmia were in the acute stage of myo- 
cardial infarction, and therefore the ventricular fibril- 
lation could not be attributed solely to digitalis in- 
toxication. Authenticated ventricular fibrillation due 
to digitalis intoxication is indeed a rarity.* 17 


Deaths occurred in 27 per cent of the 100 patients, 
but associated conditions may be held accountable 
for the great majority (20 per cent). These associ- 
ated conditions were uremia (4 per cent), acute myo- 
cardial infarction (9 per cent), cerebral thrombosis 
(3 per cent), and terminal massive pulmonary in- 
farction (4 per cent). Deaths that were likely due 
to digitalis intoxication occurred in 7 per cent. Of 
these 7 patients, 2 had shown complete heart block 
and 2 had shown ventricular tachycardia prior to 
death. The remaining 3 died of ventricular fibrilla- 
tion, but acute myocardial infarction may have been 
responsible for the arrhythmia. Inadequate cardiac 
function and resulting stasis because of chaotic action 
may have been the causative factor in the patients 
with massive pulmonary infarctions, terminal myo- 
cardial infarction, and cerebral thrombosis. 


TREATMENT 


The treatment of digitalis intoxication classically 
consists of interruption of the medication. Addi- 
tional therapeutic measures that have been of aid are 
the administration of potassium® 1° and Pronestyl'4 
for the arrhythmias, and coronary vasodilators to im- 
prove myocardial nutrition. Chlorpromazine is used 
frequently at the present time to quell the patient's 
discomfort due to nausea and vomiting. This should 
be used with caution because of potential hypoten- 
sion and masking of symptoms to such an extent that 
reinstitution of digitalis therapy may be too early. 
Naturally an investigation as to the cause of the in- 
toxication should be made in order that the factors 
responsible can be corrected and the intoxication pre- 
vented from recurring. Potassium salts will correct 
most arrhythmias due to excess myocardial irritability 
and were administered to all of the patients of this 
series except those with renal disease. The usual dos- 
age is 3.0 to 5.0 Gm. per day by mouth in divided 
doses, but these can be given intravenously slowly in 
doses of 20 to 40 milliequivalents per liter if the need 
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is urgent. Potassium chloride, when given as enteric 
coated tablets, is not irritating to the gastric mucosa. 

Pronestyl was given when the ectopic arrhythmia 
was severe and did not respond adequately to potas- 
sium or when the administration of potassium was 
contraindicated. Careful continuous monitoring by 
electrocardiogram and frequent blood pressure deter- 


‘minations are imperative when Pronestyl is given in- 


travenously. Adequate caution also should be used 
when giving Pronestyl by the oral or intramuscular 
route. 

Recently the effects of hypertonic glucose admin- 
istration in the production of ectopic rhythms have 
been observed.?1 The aggravation of an arrhythmia 


produced by digitalis with hypertonic glucose should 
be avoided. 


SUMMARY 


One hundred cases of severe digitalis intoxication 
occurring in hospitalized patients from 1948 to 1954 
have been analyzed. The incidence of digitalis intoxi- 
cation in the various types of heart disease are dis- 
cussed. There appears to be an increased suscepti- 
bility with increasing age and in patients with active 
rheumatic fever and acute myocardial infarction. 

Digitoxin was the most frequent digitalis prepara- 
tion producing toxicity, followed by digitalis leaf, to- 
gether producing 76 per cent of the cases. Digitoxin 
usually caused intoxication as maintenance dosage, 
while powdered leaf resulted in toxicity most com- 
monly during initial digitalization. 

Symptoms as manifestations occurred in 20 per 
cent of the patients, symptoms with signs in 59 per 
cent, and signs alone in 21 per cent. Electrocardio- 
grams were made in all patients, and arrhythmias 
occurred in 80 per cent. Although deaths occurred 
in 27 patients, 20 died of underlying causes and only 
7 from actual digitalis intoxication. 


Therapy includes besides cessation of digitalis, the 
judicious use of potassium and Pronestyl for arrhyth- 
mias. Prevention can be obtained best by careful ad- 
ministration and close observation together with fa- 
miliarity of the digitalis preparation being used. 
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Effect of Tobacco Chewing 
On Circulation 


Although the annual consumption of chewing tobacco in 
the United States is 81,000,000 pounds, practically no in- 
formation is available about its clinical or physiologic effect 
and specifically its effect on the heart and circulation. To 
learn more about these effects, Dr. David L. Simon and his 
associates, University of Cincinnati College of Medicine, 
studied 24 habitual male chewers (average age 51.1) dur- 
ing and after they chewed both standard commercial (1.53 
per cent nicotine) and low nicotine (.31 to .47 per cent) 
tobacco. . 

The average amount of tobacco chewed weighed 10 Gm. 
Observations were made in the basal postabsorptive state 
following a rest period of at least 45 minutes, and the pulse 
rate was determined from the electrocardiogram. The blood 
pressure was taken by a standard mercury sphygmomanome- 
ter, and the skin temperatures were measured in a constant 
temperature room. Ballistocardiograms were recorded with 
a high frequency table type research instrument. The sub- 
jects were supine and unclothed, and chewed for 20 minutes. 

In reporting the findings of this test at the meeting of 
the American College of Angiology, Dr. Simon concluded 
that the chewing of tobacco in an older group of subjects 
produces increase in pulse rates, blood pressures, and a drop 
in skin temperatures, as well as deterioration of the ballisto- 
cardiogram, indicating a definite cardiovascular effect. 
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Management 


Of Coin Lesions 


H. L. BARTON, M. D. 


Houston, Texas 


HE PROBLEM of proper therapy of coin lesions 

is often discussed in the literature because of the 
increasing frequency of discovery of this lesion in 
the general population. This is due to tuberculosis 
surveys and to the increasing use of routine chest 
roentgenograms for hospital admissions and periodic 
employment examinations. The term “coin lesion” is 
used to designate an asymptomatic, localized, well 
circumscribed, rounded opacity surrounded by nor- 
mal, aerated lung parenchyma. “Coin lesions” sug- 
gests a discoid appearance, but more often they are 


ovoid, especially if supplementary roentgenograms 
are used. 
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The problem of proper management of coin 
lesions is becoming more common because of 
increased discovery of these lesions. They rep- 
resent a potentially serious disease, and the be- 
nign may rarely be differentiated from the ma- 
lignant. Pathologic and bacteriologic studies of 
resected specimens show a surprising frequency 
of dangerous lesions. The mortality of explora- 
tory thoracotomies is much less than the mor- 
tality of neglected nodular lesions. A discussion 


of etiologic possibilities and case histories is 
presented. 


They represent a potentially serious disease and 
seldom can the benign lesions be distinguished from 
the malignant ones. Anesthesia and thoracic surgery 
techniques available today make possible the removal 
of lesions for histologic diagnosis. Pathologic and 
bacteriologic studies of the specimens have provided 
material for investigation of relative incidence of 
the pathologic entities which form the coin lesions, 
and these studies have shown a surprising frequency 
of occurrence of dangerous lesions. One may ques- 
tion the permanent cure of a malignant lesion, but 
there can be no denying that fongevity has been in- 
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creased in the patients with carcinoma, and the possi- 
bilities of reactivation of inflammatory lesions have 
been removed. The mortality rate of exploratory 
thoracotomies is less than 1 per cent, which makes 
them less hazardous than observation of undiagnosed 
lung lesions. This procedure should be employed in 
every instance of solitary lung lesions where doubt 
of the identity exists. Thus, we can be spared the 
unfortunate necessity of watching a carcinoma grow. 


PATHOLOGY 


A pulmonary coin lesion may represent any one of 
a long list of conditions, the most common being 
tuberculoma and carcinoma. Although it is true that 
calcified tuberculous lesions may appear characteristic 
enough to warrant a period of observation, most of 
the lesions in the series presented had no differenti- 
ating characteristics. In fact, there were several in- 
stances in which the benign and malignant tumors 
and granulomas were identical in appearance and 
location. When usual methods of establishing the 
diagnosis fail, an excision biopsy should be per- 
formed. It will remove the disastrous results of pro- 
crastination and will be an added safety factor in 
the handling of some of the benign lesions. 

Most circumscribed pulmonary densities are con- 
sidered to be healed, burned out tuberculous foci, 
but actually have been shown to be either prenecrotic, 
walled off, tuberculous foci or filled in cavities. In 
both instances the lesions contain viable tubercle 
bacilli, which may reinfect the patient in the event 
of a breakdown of the tuberculoma. Many persons 
under continual stress and strain develop an active 
lesion without a proven contact. Witness the many 
apparently healthy prisoners of war who, under stress 
of prison life, developed active tuberculosis. In some 
instances as many as 40 per cent had active tubercu- 
losis. Admittedly, some of these became infected 
through contact, but the early cases must have been 
due to the breakdown of the healed tuberculoma 
lesions. The practice of culturing resected tubercu- 
losis lesions has resulted in a growth of viable bacilli 
in a majority of cases. This, then, would make it ad- 
visable to resect lesions which may be apparently 
healed benign lesions. 


CARCINOMA 


The most important lesion to consider from the 
standpoint of etiology and mode of treatment is car- 
cinoma. If there were characteristic features in its 
radiologic appearance or if laboratory aid were avail- 
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able, no problem would exist. But, with coin lesions, 
roentgenologic appearance frequently is not diag- 
nostic and in most instances laboratory findings are 
negative. Often it is stated that size may be a dif- 
ferentiating point, that carcinoma generally is larger 
than the benign circumscribed nodules in the lung. 
But the size of the nodule observed is dependent on 
the stage of development when first observed. Bron- 
chogenic carcinoma usually is not as sharply circum- 
scribed and may tend to have a hazy outline. Rigler 
has stated that malignant nodules may be umbilicated 
when viewed with body section films, but not all car- 
cinomas present this characteristic. Indeed, some of 
the carcinomas present a very smooth outline with 
sharp borders, and conversely benign lesions may be 
poorly outlined, so that these characteristics are not 
helpful in establishing the diagnosis. 


In the present series are several groups of nodular 
lesions almost identical in size, shape, and even loca- 
tion, but each one representing a different type of 
lesion, including malignant and benign tumors and 
various granulomas. In none of the lesions are there 
any distinguishing features which would permit a 
definite radiologic diagnosis. Laboratory tests and 
history were equivocal. It frequently has been stated 
that the presence of calcium points to benign lesion, 
but this rules out the possibility of preexisting calci- 
fication being incorporated into a primary lung tu- 
mor. With increasing study of bronchogenic carci- 
noma, more incidences of carcinoma are found in 
conjunction with tuberculosis. In many instances both 
lesions can be demonstrated on one slide. The sig- 
nificance of the relationship between tuberculosis and 
carcinoma needs further evaluation. One of the cases 
included in the series was of a small nodular lesion 
less than 1 cm. in diameter, found on a routine peri- 
odic chest roentgenogram in an asymptomatic 41 year 
old man. Body section radiography showed a nidus 
of increased density having the appearance of calcium 
deposition. Excision resection showed it to be a tu- 
berculous granuloma with a tiny edge of malignant 
cells of the adenocarcinoma variety. There were other 
cases of carcinoma of lung, not included in this series 
because they did not fulfill the criteria of “coin 
lesions,” which showed carcinoma and calcified tuber- 
culous infiltrations so intimately associated that both 
could be demonstrated on the same slide. 


ADENOMA 


Adenomas are benign tumors which are well cir- 
cumscribed and usually found in the hilar region in 
close relation to the bronchi. They usually appear 
to be parenchymal. They are benign, but 5 to 10 
per cent tend to develop malignant tendencies mani- 
fested by local invasion and metastases. If they are 
endotracheal or project into the walls of the bronchi, 
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bronchoscopy will establish the diagnosis. When 


they are parenchymal, the usual procedures of diag- 
nosis are of no aid. 


HAMARTOMA 


The most common of the benign tumors is the 
hamartoma. The term, hamartoma, was first used in 
1904 by a German pathologist, Arnold Brecht, who 
defined it as a tumor-like malformation of an organ 
made up of the normal elements of that organ, but 
with an abnormal mixing and quantity of the com- 
ponents, and an abnormal degree of differentiation. 
When first described in the lung, they were called 
chondromas, but later these chondromas were classi- 
fied as hamartomas. Hamartomas may occur any- 
where in the lung, in the hilus, adjacent to the large 
bronchi, in peripheral parenchyma, even in the sub- 
pleural region, where they may be attached to the 
pleura by a pedicle. Like lung lesions their size varies 
from a pea-size to a large mass occupying the entire 
pleural cavity. Usually they are globular, or slightly 
oval or pear shaped. The surface is evenly nodular. 
Histologically, hamartomas consist of cartilage ar- 
ranged in lobules and loose, richly cellular, vascular 
connective tissue and an areolar arrangement of epi- 
thelium and some fatty tissue. The degree of pre- 
dominance of these various tissues varies greatly. 
Some may contain mainly cartilage tissue whereas 
others may consist mainly of epithelium. The hamar- 
tomas with predominance of cartilage may calcify 
and the calcium is seen as punctate deposits through- 
out the mass. The possibility of malignant degenera- 
tion of these tumors is mainly theoretical since other 
congenital tumor-like malformations do undergo such 
degeneration. The diagnosis of hamartoma of the 
lung cannot be made before operation and micro- 
scopic examination. 


METASTATIC LESION 


Metastatic lesions should be simply ruled out with 
a history of a previous malignant lesion. But, again, 
these cases are to be considered for diagnostic and 
excisional thoracotomy. Removal of a single metas- 
tatic lesion may materially increase the survival pe- 
riod and will certainly increase the period of well- 
being of the patient. It has been demonstrated that 
a patient with carcinoma has a greater chance of de- 
veloping another carcinoma than the rest of the pop- 
ulation, so that the evaluation of the lesion should 
include such a possibility, making excision necessary 
for proper treatment. 
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BRONCHOGENIC CYST 





Bronchogenic cysts are rather common and are 
usually found in adult life. The fluid-filled cysts may 
present as a nodule and must be considered in the 
problem of differential diagnosis. Not included in 
this series was a cyst which aroused considerable dis- 
cussion because its identity was not clear. Opinion 
was divided upon the question of resectability, but 
because the patient’s condition was poor, it was 
elected to observe the lesion. There was considerable 
criticism of this decision when the patient returned 
two months later with a noticeable increase in the 
size of the nodule. Preparations for operation were 
begun, but before the operation the lesion disap- 
peared and was replaced by a pneumonic density, 
which eventually resolved. This was a bronchogenic 
cyst which had filled and ruptured its contents into 
the parenchyma. It had the typical appearance of a 
growing carcinoma before rupture. 


GRANULOMA 


Granulomas comprise the largest group of solitary 
coin lesions. In addition to tuberculosis they may be 
due to histoplasmosis, actinomycosis, coccidiodomy- 
cosis, residuals of lung abscess, pneumonitis, pulmon- 
ary infarcts, hydatid cysts, and occasionally injection 
of oil. Extrapulmonary lesions such as nipple shad- 
ows, tumors of the ribs, intracostal neurofibromas, 
tumors and nevi of the skin, and encapsulated fluid 
should be ruled out. 


DIAGNOSIS 


An attempt to establish the diagnosis should be 
made by performing the various skin tests for tuber- 
culosis and fungus, and laboratory examinations for 
sputum, bronchial secretions, and gastric washings. 
But, even if the results are positive, the possibility of 
two co-existing lesions cannot be ruled out. Patho- 
logic examination of the sputum and bronchial secre- 
tions is helpful if positive, but means nothing if neg- 
ative. Only about 5 per cent of “coin lesions” can be 
diagnosed by bronchoscopy or study of bronchial se- 
cretions because the majority are peripheral. Excision 
is the only means by which a definite diagnosis can 
be established. This procedure is a form of therapy 
and a diagnostic tool as well, and should be employed 
with greater frequency. In the age group less than 
40 years the incidence of pulmonary malignancy is 
low, but does occur. In the latter decades carcinoma 
occurs in up to 40 per cent of the cases, depending 
upon the series reported.’ 1 12.21 Overholt found 35 
malignant tumors among 145 silent lung lesions de- 
tected in roentgenographic chest survey. 


COIN LESION S — Barton — continued 


Table 1 indicates the types of lesions encountered 
in diagnostic thoracotomies for indeterminate solitary 


TABLE 1.—Types of Lesions Found Among Pulmonary Coin 
Lesions in a Series of Diagnostic Thoracotomies. 


Lesion 7——No. Cases—~ 
Malignant neoplasms 
Prmary ..... 
Squamous ce 
Reserve cell carcinoma 
Columnar cell carcinoma 
Metastatic . 
Renal cell carcinoma 
OMURRONCINND | sn 5 oe ee 
Mesothelium 
Benign neoplasms 
Adenoma 
Hamartoma ...... 
Fibroma 
Epidermoid cyst 
Inflammatory (granuloma) 
Tuberculoma ........... 
Coccidioidal granuloma .... 
Torulosis 
Residual pulmonary abscess 
Miscellaneous 
Bronchogenic cyst 
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lung lesions. The proportion of malignant lesions is 
relatively high, which emphasizes the necessity of 
prompt resection of these lesions. 


CASE REPORTS 


CASE 1.—T. K., a 55 year old white man, was admitted 
to the hospital October 25, 1951, with ulcer symptoms. A 
gastrointestinal series showed a deformed duodenal bulb 
with a niche. A chest roentgenogram showed a small in- 
filtrate in the apex of the left lung which was interpreted 


as residual scarring of previous tuberculosis. The patient 
did not improve on an ulcer regimen, and a partial gastrec- 
tomy was performed. The postoperative period was compli- 
cated by intestinal obstruction due to adhesions which re- 
quired laparotomy. He was readmitted for further study of 
the lesion; all studies were negative and the lesion had not 
changed. Eighteen months later he was readmitted for re- 
currence of abdominal discomfort. At this time there was a 
definite increase in the size of the lesion. Lobectomy was 
performed. The pathologic diagnosis was squamous and 
columnar cell carcinoma. The patient was last seen January 
6, 1956, still with gastrointestinal complaints but with no 
evidence of recurrence of the tumor. 


CASE 2.—E. C., a 58 year old Negro man, was referred 
to the hospital because a routine chest roentgenogram at the 
Veterans Administration Regional Office revealed a small 
localized lesion in the right lung. The patient had no chest 
pains, a minimal productive cough, no hematemesis, no 
weight loss, and no chills, fever, or night sweats. He smoked 
two packs of cigarettes per week. Laboratory examinations 


Fig. 2. Case 2. Admission chest roentgenogram reveal- 


ing a small localized lesion in the lobe of the right lower 
lung. 


Fig. 1. Case 1. Left. Chest roentgenogram showing a small infiltrate in the apex of the left lung. 
Right. A film made 18 months later demonstrating an increase in size of the lesion. 


TEXAS State Journal of Medicine, OCTOBER, 1956 





COIN LESION S — Barton — continued 


were negative. Sputum was negative. At thoracotomy on 
August 31, 1955, a reserve cell carcinoma was removed. A 
follow-up examination January 13, 1956, showed that the 
patient was doing well with no evidence of recurrence. 


CASE 3.—A. W., a 49 year old Negro man, was admitted 
to the hospital with sudden onset of sharp severe pain in 
the left lower portion of the chest which was brought on 
by exertion. Previous history was negative, and apparently 
the patient was asymptomatic before the onset of pain. 


Fig. 3. Case 3. Routine chest roentgenogram revealing 
a circumscribed nodular infiltration in the left upper 
lung field. 


Physical examination showed no abnormality, and routine 
laboratory examinations were within normal limits. The 
chest roentgenogram revealed a nodular infiltration in the 
left upper lung field. Bronchoscopy and laboratory studies 
were negative. A tuberculin test with purified protein de- 
rivative number 1 was positive. The patient underwent a 


Fig. 4. Case 4. Routine chest roentgenogram showing 
the well circumscribed lesion in the right lower lobe. 
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thoracotomy January 17, 1950, and a left pneumonectomy 
was performed. There was no evidence of hilar or medias- 
tinal involvement. The pathologic diagnosis was squamous 
cell carcinoma. The patient was last seen in February, 1955, 


_ asymptomatic and doing well except for slight dyspnea. 


CASE 4.—L. J. D., a 29 year old white man, was ad- 
mitted to the hospital for psychiatric evaluation and treat- 
ment of gastrointestinal complaints. A gastrointestinal series 
showed ulcer deformity of the duodenal bulb. Psychiatric 
evaluation showed early mild schizophrenia, and a chest 
roentgenogram showed a localized nodule in the lower lobe 
of the right lung. There were no chest symptoms and no 
cough. A wedge resection of the lesion was done. The 
pathologic diagnosis was tuberculous granuloma. 


Fig. 5. Case 5. Roentgenogram made as part of an 
annual physical examination showing the well circum- 
scribed localized lesion in the right midlung field. 


CASE 5.—A. C. B., a 46 year old white woman, was en- 
tirely asymptomatic. On a routine yearly chest roentgeno- 
gram, a localized lesion was noted in the right midlung 


Fig. 6. Case 6. Well circumscribed, localized, dense 
nodular lesion containing calcium which proved to be a 
hamartoma. 
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field. All laboratory examinations were within normal 
limits, and skin tests were negative. Thoracotomy with 
wedge resection of the lesion showed it to be a tuberculous 
granuloma. 


CASE 6.—C. L., a 60 year old white man, was referred 
to the hospital from the Regional Office of the Veterans 
Administration for treatment of an asymptomatic coin lesion. 
He had no chest symptoms except that of mild asthma. 
Physical examination and laboratory procedures were within 
normal limits for the patient's age. A thoracotomy was 
performed and a well localized, circumscribed lesion con- 
taining calcium was excised. The pathologic diagnosis was 
chondromatous hamartoma. 


CASE 7.—R. C. B. was referred to the hospital by his 
local doctor because a routine roentgen examination revealed 
a circumscribed lesion in the upper lobe of the right lung. 
The patient had had dull aching pain in the right lower 
region of the chest for ten days with fever and malaise. He 





Fig. 7. Case 7. Film showing a localized, well circum- 


scribed lesion in the right upper lobe which proved to be 
a coccidioidal granuloma. 


had no cough, and physical and laboratory examinations 
were within normal limits. Skin tests for tuberculosis were 
negative, but were positive for coccidioidomycosis. Bron- 
choscopy was negative. A thoracotomy was performed, and 
a well circumscribed, nodular lesion was removed. The 
pathologic diagnosis was coccidioidal granuloma. 


CONCLUSIONS 


It is agreed that the subject of coin lesions is not 
new, but the purpose here is to emphasize the neces- 
sity of excising such lesions whenever any doubt of 
identity exists. In spite of the numerous papers on 
such lesions and identical recommendations of ex- 
cision, too frequently one encounters a tendency 
among physicians to watch and wait. Even leaders in 
their respective fields have expressed a willingness to 
observe a doubtful lesion. Regardless of our opinions 
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it is our duty to offer our patients the best chance of 
survival. The incidence of malignancy is greater than 
the 1 per cent operative mortality of thoracotomies, 
and if we are to make any progress against carcinoma, 
we should take advantage of early diagnosis and treat- 
ment. More use of dignostic thoracotomy may in- 
crease our percentage of five year survivals. 
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IHE METHODS and techniques usually employed 
in the management of the pleural space after sur- 
gery or trauma have been so variable and so often 
unsatisfactory that it seems desirable not only that 
more attention be focused on this subject but also 


that the actual principles involved should be more 
sharply defined. 
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Branch and attending chest sur- 
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Hospitals, presented this paper 
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To restore the pumping function of the lung 
after trauma the following are requisites: an 
intact covering supported by a framework, an 
intact muscular system, and an intact nervous 
system, plus a relative absence of pain and of 
mechanical constriction. Bronchoscopy, aspiration 
of secretions, and nebulized aerosols help keep 
air passages clear and permit reexpansion of 
the lung. 


Immediately we can conclude that there is no one 
“right way.” What is effective in one man’s hands 
is not at all satisfactory in those of another. In fact, 
the efficacy of any technique or method is determined 
by the manner in which it is applied. Even the com- 
petency of the individual surgeon will vary with his 
personal adaptability to the technique he tries to em- 
ploy. It is folly to try to predict the facility with 
which any method may be applied by a given surgeon 
or by surgeons in general. Only trial will determine 
this. For these reasons I believe that a clear under- 
standing of the principles is of the most importance 
and that the method or technique then can be chosen 
or invented by the surgeon according to his own 
capability and needs. 
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PROBLEM OF PLEURAL SPACE 


Let us consider the pleural space in its broader 


- sense in that it is a central structure depending upon 


the contribution of a number of surrounding struc- 
tures for its existence in a normal state. Thus we in- 
clude the chest wall, lung, mediastinum, and dia- 
phragm. More accurately stated, we are actually con- 
cerned with the restoration and maintenance of the 
lung in its normal anatomic and functional state; but 
since the ventilatory function of the lung itself is al- 
most entirely passive, it is with these surrounding, 
more active structures with which we shall have to 
deal. 

Essentially these fall into two basic systems which 
it is absolutely necessary to understand in their plain- 
est mechanical sense. The first is the conducting sys- 
tem of air passages which we usually speak of as the 
bronchial tree, and the second is the pumping or bel- 
lows action. Each constitutes a separate and distinct 
maintenance problem of its own. 

In this discussion we are primarily concerned with 
the pumping function. Its essential requisites are (1) 
an intact covering supported by a framework (since 
the lung cannot stand of its own), (2) an intact 
muscular system to change the size or volume of this 
housing, and (3) an intact nervous system to activate 
the musculature. In addition there must be a relative 
absence of pain and a relative absence of mechanical 
constriction. These requirements are not to be passed 
over lightly as each must be achieved by particular 
attention and detailed treatment. 


GENERAL SURGICAL CONSIDERATIONS 


Open wounds, of course, must be closed immedi- 
ately on a temporary basis and should be closed defi- 
nitely as soon as possible. Judicious manipulation of 
the opening during forced expiration can do much to 
improve expansion of the lung, and positioning so 
that the wounded side is down improves breathing 
and drainage. In the surgical closure a good general 
rule is to preserve all rib possible and all muscle and 
skin as is compatible with viability and cleanliness. 
Continuity and stability of the chest wall are hard to 
obtain without these structures to work with. The so- 
called lung hernias and unstable chest walls that 
sometimes follow are incapacitating and difficult to 
correct. 

In our surgical work at the University of Texas 
Medical Branch, we seek to achieve postoperative 
stability and freedom from pain by observing the 
following rules: (1) We do not ordinarily resect rib. 
(2) We do not ordinarily cut the intercostal muscle; 
that is, we strip the periosteum from the edge of the 
lower rib. (3) We try not to spread the ribs and 
transverse processes any wider than necessary. (4) In 
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closure we wire the ribs securely in place and reapply 
the periosteum. These, of course, simply represent 
our own way, for the present at least, of attempting 
to apply the correct principles. 

The phrenic nerve should be scrupulously saved. 
There is practically never an excuse for its destruc- 
tion. The good that is accomplished is more than 
overcome by the impairment of function of the other 
half of the diaphragm. Pulmonary ventilation and 
especially the ability to cough effectively are severely 
crippled by a paralyzed diaphragm. 

The mediastinum, the remaining structure that 
contributes to the housing of the lung, is flaccid and 
passive and depends entirely upon the chest wall and 
diaphragm of both sides for its stability. 

The control of pain is such a lengthy topic that I 
can only mention it briefly. The use of a narcotic is 
really a compromise between its desirable and unde- 
sirable effects. Probably as good a rule as any is to 
use as little narcotic as is consistent with reasonable 
comfort of the patient. We prefer an alert, slightly 
restless patient who can drop into restful states from 
time to time. Any more sedation is probably unde- 
sirable in the first 48 postoperative hours. Actually 
more sedation can be tolerated when the patient has 
good nursing care in that he is aroused, urged to 
cooperate, and instructed in the things he should do 
to maintain ventilation of his lung. 


Only such binding should be used as is necessary 
for stability of the chest. Ordinarily this should be 
very little. In simple rib fractures the pain should 
be relieved by intercostal procaine nerve block and 
binding should not be used. This, of course, may be 
somewhat of an overcorrection, but it is necessary to 
stop the common abuse of adhesive binding for pain. 
In multiple fractures in which an area is flaccid, it 
is absolutely mandatory to fix the area by binding. 
Paradoxical motion even in small amounts can be a 
deadly thing. For completely “stove-in” chests, trans- 
tracheotomy mechanical insufflation seems to be the 
most promising. 


PRINCIPLES OF LUNG EXPANSION 


The mechanics of the actual expansion of the lung 
depend largely on its own architectural structure. 
Ordinarily its only point of anchorage is at the hilum, 
and this is not absolutely fixed but has some mobility. 
The lung structure is radial from this point, and its 
behavior can be likened to that of a molded toy bal- 
loon (fig. 1). In its deflated state it is limp, has lit- 
tle rigidity, and tends to hang from the hilum. As 
expansion increases, its rigidity increases until it not 
only stands up but assumes the size and shape of the 
space it was designed to fill. The law of gas pressures 
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tends to cause it to occupy all available space, but its 
internal structure restricts this and it becomes dis- 
torted reluctantly and slowly. 


Fig. 1. The collapsed lung is limp and the upper lobe 
falls over. Distended, it tends to become rigid in the 
shape and space it is designed to fill. 


Several peculiarities depend on this feature. When 
a segment of lung is removed, the first tendency is 
for this space to be filled with fluid or air and the 
remaining lung to assume its normal position. Only 
by the application of increased local negative pres- 
sure, that is, within the space to be filled, over an 
extended period of time is this overcome (such as 
by a tube drain in the space or the absorption of the 
medium filling the space by the lung and pleura), 
as seen in figure 2. Suction elsewhere in the pleural 


Fig. 2. After resection of the lung, drainage tubes over 
normal lung tend to become sealed off. Only a tube in 
the vacant space will bring about proper compensatory 


overexpansion. Gravity fall of fluid out of the space will 
not overcome resilience of lung. 


space simply is not going to affect this except to the 
minor degree that the actual weight of the fluid in 
running out of the space to a more dependent spot 
will increase the local negative pressure, and this is 
soon brought into balance by the inelasticity of the 
lung. Another illustration of the same feature is the 
fact that there is little tendency of the space to close 
when it is filled with air as the tendency of air to 
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rise to the apex is not as great proportionately as the 
weight of the fluid. 

The net result is that after the lung generally is 
expanded to fill its natural space, to reduce further 
any vacated space local suction must be applied with- 
in that space. Our own attempt to meet this has re- 
sulted in the use of multiple catheters with multiple 
holes (fig. 3), the whole idea being to anticipate as 



















































































Fig. 3. The lower tube becomes sealed off and will not 
remove all the air; the upper tube will not remove fluid 
satisfactorily. Both are needed. 





many as possible of the areas that will be left vacant 
so that at least one hole of one catheter will be in 
the right place. I do not try to defend this method 
of drainage as it certainly has its own set of unde- 
sirable features, the greatest of these being that it 
requires attention to keep the catheters open and free 
of fibrin so that they will perform the desired func- 
tion. It is simply the best method we have found to 
take the localized suction to the exact spot where it 
is needed. If one is content to take the chance on 
absorption of the fluid, a less desirable result may 
be obtained after a somewhat longer period of time 
with much less trouble to the surgeon. 


A second peculiarity is that the lung tends to float 
on fluid, but as it distends and becomes more rigid 
and since it is limited by the top of the pleural space, 
it forces itself down into the fluid and displaces the 
fluid up and around the sides of the lung (fig. 4). 
When one is withdrawing fluid from the chest with 
the needle and the lung nears the chest wall, it will 
impinge on the point of the needle and stop the flow. 
If the patient is instructed to take a deep breath, the 
lung will expand, increase its rigidity, force itself 
down, and displace fluid up and around the lung 
where it separates the two layers of pleura; more 
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fluid thus can be obtained through the needle if the 
suction maintained is not excessive enough to keep 
the lung sucked into the lumen of the needle. 


A similar peculiarity is that fluid tends to flow 
into the areas that the lung has most difficulty in 
filling, and the greater the difficulty the lung has in 
filling the space the greater the tendency to transuda- 
tion or continued formation of fluid. This, of course, 
is still further argument for the strategic placing of 
drainage tubes. 

Parenthetically at this point it might be brought 
out that in an open chest the diaphragm falls away 
from the chest wall whereas in a closed chest, espe- 
cially with increased negative pressure, the diaphragm 
rises up and applies itself to a greater amount of the 
lower chest wall. Proper allowance must be made for 
this in placing drainage tubes so that the tube will 
not be sealed off in the costophrenic space. 

The reverse of the fluid principle seems to be true 
for a gas in the pleural space but is really only a dif- 
ference in degree. Gas rises to the top but will be 
displaced downward and around the lung more readi- 
ly. Its lightness does not compare with the heaviness 
of the fluid so that it does not “puddle” at the apex 
so persistently. Since it tends to be distributed more 
evenly throughout the pleural space, if the total vol- 
ume of that side of the chest is increased, the amount 


Fig. 4. Rigidity of the lung as it expands forces it down- 
ward displacing the fluid upward around the lung. Thus 
it is possible to drain almost all fluid from somewhere 
above the most dependent point. 


in the pleural space, remaining the same, becomes 
proportionately smaller so that the layer of air gets 
thinner. The fluoroscopist employs the reverse of this 
when looking for a pneumothorax. The patient is 
asked to exhale completely. The volume of the chest 
becomes much smaller and the volume in the pleural 
space relatively much larger. Consequently, the layer 
of air gets wider and, of course, the lung gets denser, 
making the contrast greater. 
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PATENCY OF AIR PASSAGES 


The other primary system, that of the air passages, 
is not considered fully, but certain aspects pertain 
vitally to reexpansion. It seems obvious that the 
bronchus must remain open for the lung to expand, 
but this may not be easy to achieve. It was found in 
World War II, for instance, that one of the common- 
est causes of persistent hemothorax was atelectasis. 
In many instances bronchoscopy and the aspiration 
of secretions were all that was necessary to stop a re- 
curring accumulation of pleural fluid. 


In both the prophylaxis and treatment of atelec- 
tasis we have come to rely more and more on nebul- 
ized aerosols. Detergents such as Alevaire, usually 
with some form of bronchodilator as Aerolone, have 
been so helpful and promising that we look forward 
to their almost routine use with the positive pressure 
pulmonary ventilators in the near future (fig. 5). 


Fig. 5. Postoperative positive pressure administration of 
aerosols is to prevent pulmonary complications. 


Especially in emphysema patients have they proved 
of inestimable value when used both preoperatively 
and postoperatively. In the established cases of atelec- 
tasis we have had gratifying results with nebulized 
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solutions of trypsin or the streptokinase-streptodornase 
mixtures. There is at present some objection to their 
use in cases of pulmonary tuberculosis, but probably 
these objections will not be substantiated. 


AIR LEAKS 


We have tried for a number of years at the Medi- 
cal Branch to determine the best way to obtain closure 
of an opening in the lung from which air is leaking. 
On a few points we have arrived at definite conclu- 
sions. If the air is leaking from a small bronchus or 
the main bronchial stump, the chances of spontaneous 
closure are poor. If the opening is in bullous em- 
physematous tissue and enough lung is gone to make 
it difficult for the remaining lung to fill the space, 
the chances are also poor. Asthma, emphysema, atelec- 
tasis, the amount of lung tissue remaining, and the 
size of the bronchial opening are all factors that af- 
fect the ability of the opening to close itself. 

We have tried delayed suction, no suction, inter- 
mittent suction, constant suction, low suction, high 
suction, and everything else we could think of and 
have come out with this conclusion. A fistulous open- 
ing does not ordinarily close by contraction but by 
being applied to another surface. Consequently, after 
the patient recovers from shock or anesthesia, we 
gradually increase suction up to 40 cm. of water in 
the hope of sucking the lung out until the space is 
filled and the opening is applied to chest wall, dia- 
phragm, mediastinum, or other lung surface and try 
to keep it there until it is stuck. The accumulation of 
a clean fibrin exudate may close the opening without 
this apposition, but it cannot be relied upon. 


CLOTTING OF BLOOD 


There are still some mistaken ideas about blood 
clotting in the chest. The fact is that blood will clot 
in the chest just as it does anywhere else. It is true 
that when it accumulates quickly in the chest, the 
sloshing or churning action can cause defibrination 
with plating out of the fibrin on the pleural surfaces. 
In this case the fluid portion will remain fluid in- 
definitely. On the other hand, as I have observed on 
many occasions, the other extreme may be true in 
which the blood clots as it runs out of the vessel and 
a clot is built up in the pleural space much as a 
stalactite even when a good drainage tube is in place 
and the space is being irrigated. 

Within about four days the beginning processes of 
organization can be demonstrated so that soon the 
typical cross sectional pattern of liquid blood in the 
center, clot, early organization, late organization, scat 
tissue, and finally pleura can be seen. The undesirable 
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consequences of this condition are mainly two, (1) 
crippling of the lung by encasement in a scar tissue 
envelope and (2) infection of the space. Preven- 
tion is best and in most instances can be accomplished 
by dissolution of the clot with trypsin or a mixture 
of streptokinase and streptodornase. We have been 
using both with good results. Our house staff is now 
using a combination of constant drip and tidal irriga- 
tion of Varidase with good effect. 


SUMMARY AND CONCLUSIONS 





To recapitulate, probably the most important fea- 
ture in management of the pleural space after sur- 
gery or trauma is the establishment of proper tube 
drainage. Not only is it safer from the standpoint 
of preventing excess accumulation of air or blood and 
providing a running account of blood loss, but it is 
the more effective way of emptying the pleural space 
and keeping it empty (the primary principles of the 
treatment of hemothorax). It is the only satisfactory 
way of applying the lytic substances. The other main 
requirements are that the tubes be kept open and that 
the lytic substances be used promptly as soon as it is 
evident that simple drainage is not effective. 


Finally, operative decortication should be employed 
as soon as organization has become established and 
it is evident that the more conservative methods are 
ineffective. This usually can be determined in about 
two weeks. 

One other significant bit of information that came 
out of World War II was the importance of physio- 
therapy. It was shown that the rehabilitation time for 
patient with hemothorax could be cut down as much 
as 50 per cent by proper physiotherapy. This reduced 
to its simplest term means that the clearing of the 
pleural space can be increased greatly by active forced 
deep inspirations frequently repeated. This bears no 
resemblance to the ordinary admonition to the patient 
to breathe deeply. It requires patient detailed in- 
struction, a prefabricated incentive, and any other 
ruse the physician can devise to get results. Exercise 
before a mirror and actual measurements of chest ex- 
pansion are two common examples. 

In closing I would like to sound the death knell 
of the “blow bottles.” Increasing the entire intra- 
thoracic pressure does not stretch the pleurae hor does 
it expand collapsed lung. The more distensible struc- 
tures, namely, the normal lung tissue, bear the brunt 


of the increased pressure by becoming emphysemat- 
ous; that is all. 


® Dr. Harrison, University of Texas Medical Branch, Gal- 
veston. 
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INCE 1948 when the first patients with mitral 

stenosis were operated on for the correction of 
the disorder by Bailey and Harken in this country and 
Sir Russell Brock in England, mitral commissurotomy 
has become the accepted treatment for patients with 
mitral stenosis. As the years have gone by, more and 
more patients with this disease have been subjected 
to operation with varying results, depending on the 
type of lesion found and the presence of associated 
lesions. Several reports on the results of this opera- 
tion have been published recently from the major 
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versity of Texas Southwestern 
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pital. This paper was presented 
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Among 48 patients with mitral stenosis followed 
from one to five years after mitral commissuroto- 
my, 36 were considered to be definitely improved 
and 2 were considered unimproved; 1 operative 
death occurred and 8 late mortality cases re- 
sulted from progressive heart disease. Elaborate 
diagnostic tests in most cases were not used. 


teaching centers where the patients were subjected to 
extensive diagnostic tests before and after operation. 
We would like to present a group of cases in which 
the results have been satisfactory and in which the 
elaborate diagnosic means have not been used. Car- 
diac catheterization was not used except in a few 
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MITRAL COMMISSUROTOMY—Kee et al—continued 


instances because it was not available to us at the 
time many of these cases were studied. Although 
catheterization of the right and left side is of great 
help in the diagnosis of complex cases and is being 
used now when indicated, we believe that in the ma- 
jority of cases of mitral stenosis catheterization is not 
necessary. 


ANALYSIS OF PATIENTS 


In this series there are 48 patients on whom opera- 
tion for mitral stenosis was done from one to five 
years ago. The ages of these patients varied from 17 
to 64 years. The majority of the patients were be- 
tween 30 and 50 years old (table 1). Classification 


TABLE 1.—Age Incidence in a Series of 48 Patients 
with Mitral Stenosis. 








Age (Years) No. Patients 
Pe ea eb ake 3 
eg Sy ba cs en bt eden ipa are ed 7 
MN oh. fe sinchaty st Nee ak eae oh Ae ae OL 17 
WS 1). eae ee oe 17 
tre thea Nissi aio rn ert ae ahs ee 4 





of these patients was into four simple divisions: class 
1, patients who have a murmur without symptoms; 
class 2, patients who are considered to have symp- 
toms and who are somewhat incapacitated by their 
disease, but who are not progressing and are in gen- 
eral getting along well; class 3, patients who show 
definite progression of symptoms and disability and 
who are growing steadily worse; and class 4, patients 
who have evidence of chronic congestive failure. 


In the preoperative classification of this group of 
cases there were none in class 1 and only 1 patient in 
class 2. The majority of patients were in class 3 (34 
patients) and class 4 (13 patients). In terms of 
symptoms 47 patients preoperatively showed marked 
progression of their disability or were in chronic con- 
gestive failure before operation. 


PREOPERATIVE HISTORY 
AND SYMPTOMS 


The one complaint which all of these patients had 
in common was that of dyspnea. This varied in de- 
gree, but in each of these patients it was progressive 
and disabling. 


Forty-two patients complained of easy fatigability. 
Thirty-three patients (69 per cent) gave a history 
of rheumatic fever. It is interesting to compare this 
figure with the 68 per cent reported by Dr. Paul 
Wood from the Brompton Hospital.2»* He found 
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that in his cases of relatively pure mitral stenosis the 
history of previous rheumatism was obtained in 60 
per cent. When there was a serious degree of mitral 
insufficiency with or without stenosis the incidence 
rose to 71 per cent and went as high as 96 per cent 
when there was more than one valve causing trouble. 
He concluded from this that pure mitral stenosis was 
apparently the least florid form of rheumatic heart 
disease. The history of rheumatic heart disease con- 
sisted of a single attack of rheumatic fever, recurrent 
attacks, chorea, or a combination of these. 

Twenty-six patients had had one or more episodes 
of congestive failure. The majority of these patients 
had been treated with digitalis, salt restriction, and 
mercurial diuretics. 

Recurrent hemoptysis was found in 25 patients. 
For a long time it was accepted that hemoptysis oc- 
curred particularly in cases of mitral stenosis which 
were complicated by pulmonary hypertension in a 
situation comparable to cerebral hemorrhage associ- 
ated with hypertension. Wood*:* in his analysis 
showed that profuse hemorrhage is rare when the 
pulmonary arterial resistance is high. The hemorrhage 
is venous and the high resistance tends to protect the 
pulmonary venous system from developing too high 
a pressure. A study of his cases suggested that sudden 
profuse hemoptysis in mitral stenosis is due to a ve- 
nous hemorrhage occurring at a time when the pul- 
monary venous pressure has risen rather suddenly, 
and that sudden hemorrhages tend to cease when 
abrupt rises of pulmonary venous pressure are pre- 
vented by high pulmonary vascular resistance. He- 
moptysis then may be considered in many cases of 
mitral disease as an early symptom in a patient with 
elevated left atrial pressure but in whom the pul- 
monary vascular resistance has not risen. 


Auricular fibrillation was present in 23 of the 
patients in this group before operation. Most of these 
patients had been treated with quinidine or with dig- 
italis at some time in the past. Attempts at conver- 
sion had been made in a number of these cases, and 
many of them were kept on digitalis in an effort to 
slow the rate when conversion to normal rhythm was 
not possible. 


A history suggestive of systemic emboli was found 
in 11 patients. This incidence is somewhat higher 
than that quoted by others. Any patient who gave a 
history of having had transient numbness, weakness, 
or paralysis of one of his extremities or a period of 
temporary unconsciousness was considered possibly to 
have had a systemic embolus. Several of these pa- 
tients in this group had had a hemiplegia, a paralyzed 
extremity, or in one instance a saddle embolus which 
had required immediate operation and removal. 

Paroxysmal nocturnal dyspnea was one of the com- 
plaints in 10 patients. 

Pain in the chest was found in 3 patients in this 
group. It has been suggested that this pain in the 
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chest in mitral stenosis is due to functional insuf- 
ficiency of the. coronary blood flow, and a definite 
correlation has been shown in other series between 
the presence of anginal type pain and extreme ste- 
nosis of the mitral valve. This pain was relieved by 
operation. 

Pulmonary infarction was found in 2 patients. One 
of these patients had phlebothrombosis in the legs 
and underwent ligation before operation for mitral 
stenosis. The other patient with pulmonary infarc- 
tion later died and at autopsy was found to have 
thrombi in the right atrium, which was the source 
of the pulmonary emboli. Wood in his series of 
cases found that the patients who had difficulty with 
pulmonary infarction were those in whom the pul- 
monary resistance was very high. Because of the high 
mortality from pulmonary infarction in these cases, 
he recommended keeping patients with very high 
pulmonary resistance on anticoagulants until , opera- 
tion could be performed. 


OPERATIVE FINDINGS 


Operation in these patients was performed in the 
manner described by Bailey, introducing the finger 
into the left atrial chamber through the atrial ap- 
pendage. The opening in the mitral valve was found 
to be markedly stenosed (less than 1 cm. in diame- 
ter) in 36-patients. In 10 patients the opening was 
reduced but was more than 1 cm. in diameter. In 2 
patients the opening was considered adequate before 
operation. These were cases in which the element of 
insufficiency was the important abnormality. 

In 18 patients there was calcification in the mitral 
valve leaflets and ring. In general the presence of 
marked calcification augurs greatly against the proba- 
bility of getting a good postoperative result. How- 
ever, in cases in which the calcification was not great 
enough to cause hardening of the leaflets and in 
which it was possible to fracture the valve and obtain 
an adequate opening, the postoperative result many 
times was satisfactory. 

In 14 of the patients there was felt to be some 
degree of regurgitation before the valve was fractured. 
The estimation of the degree of regurgitation is made 
by feeling the regurgitant jet on the palpating finger. 
The amount of regurgitation may vary with the ana- 
tomic deformity of the valves or it may result from 
dilatation of the mitral ring which causes what would 
otherwise be competent valve leaflets to be held apart 
and thus result in regurgitation. In some of these 
cases relieving the mitral stenosis by fracture of the 
valve will cause the mitral ring to return to a more 
nearly normal size, and regurgitation may not be as 
important after fracture of the valve as it was while 
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the stenosis was present. In general, the presence of 
a regurgitant jet before fracture of the valve is a sign 
of an unfavorable prognosis. In 4 patients it was 
thought that fracture of the valve increased the re- 
gurgitant jet. 

In 6 patients it was necessary to use a knife to open 
the valve. In the majority of the cases fracture of 
the commissures was done successfully with the use 
of the finger alone. 

It is interesting to correlate the findings at opera- 
tion with the postoperative result obtained in the pa- 
tient. We have noted that the findings of the sur- 
geon at the time of operation are of great help in 
predicting how good a result the patient will have. 
The best results have been in those patients who had 
soft billowing valves with stenosis which was easily 
corrected by finger fracture. These are the patients 
who showed no regurgitation before or after fracture 
and who were often grouped as class 1 postoperative 
results. 

In 9 of the patients in this series there was definite 
calcification found at the time of operation, yet these 
patients proved to be in either class 1 or class 2 post- 
operative results. 

The presence of a regurgitant jet seems to be of 
more ominous significance as far as the ultimate re- 
sult from operation is concerned. Only 1 patient who 
was grouped as a class.1 postgperative result showed 
any evidence of a regurgitant jet. Four patients who 
were classed as postoperative class 2 had some re- 
gurgitation. The other patients who had some evi- 
dence of regurgitation at operation later fell into the 
postoperative class 3 or class 4 groups. 


Pathologic section of the atrial appendage has given 
us little useful information in this series of patients. 
The pathologic diagnosis on the majority of these 
patients has been endocardial fibrosis with no evi- 
dence of rheumatic activity. In the few cases in which 
the pathologist thought there was evidence of activ- 
ity, there was no correlation between this and the 
patients’ clinical course. Lung biopsies have not been 
done in the majority of these patients because the 
sections taken in the early cases failed to give any 
useful information. 


REACTIVATION OF 
RHEUMATIC FEVER 


Eleven patients had one or more episodes con- 
sistent with the postcommissurotomy syndrome. This 
varied in degree from a transient period of several 
days of precordial pain, fever, and tachycardia to mul- 
tiple episodes of definite rheumatic activity. Patients 
with less severe cases have been treated symptomat- 
ically whereas the more severe ones have been treated 
with ACTH and whatever rheumatic fever regimen 
their referring physicians elected. 





MITRAL COMMISSUROTOMY—Kee et _al—continued 


SYSTEMIC EMBOLI 


Eight of the patients in this series gave a definite 
history which suggested a systemic embolus as a 
cause for the transient symptoms which they had 
noticed. At the time of operation there were gross 
emboli in the auricular appendage in 8 cases. The 
patients with a history of preoperative emboli were 
not in all cases the same patients who were found to 
have clots in the appendage at operation, although 
some patients who had a history of emboli also were 
found to have clots in the appendage at operation. 
Several patients who gave a history of definite pre- 
operative systemic emboli had no evidence whatever 
of clot in the appendage. In this connection Wood? * 
drew some interesting conclusions from an analysis 
of his data. He concluded that in advising mitral 
commissurotomy to prevent a recurrence of spon- 
taneous embolism there need be no special fear that 
the operation itself may cause a recurrence, the risk 
being no greater in those who have had previous 
emboli than in those who have not. He also believed 
that the infrequency of left atrial clots in patients 
who have given a history of embolism suggested that 
only fresh clots are thrown out into the circulation 
and that once a clot is organized there is little danger 
of embolism from that source. 


There have been no instances of systemic emboli 
following operation. 


MURMURS 


A rumbling diastolic murmur was present in ap- 
proximately 38 of the patients before operation. 
Either a presystolic accentuation of the murmur or a 
presystolic murmur alone was heard in 12 patients. 
Another 12 patients had a mitral systolic murmur of 
some degree. In most patients this systolic murmur 
was soft and was not thought to represent regurgita- 
tion of any significant amount. An aortic diastolic 
murmur was present in 4 patients and an aortic sys- 
tolic murmur in 2 patients. Following operation, 20 
patients had a faint diastolic murmur, which could 
be heard either as a rumble much reduced in intensity 
from the preoperative murmur or as a presystolic 
murmur. In 11 patients a systolic murmur could be 
heard in the mitral area. Because of the variation in 
the murmurs before operation and after operation 
and because of the wide difference of opinion be- 
tween the observers as to the intensity and location 
of the murmurs, we are at the present making an ef- 
fort to have a record of the intensity and location 
with relation to the cardiac cycle by use of the phono- 
cardiograph. 


732 


ELECTROCARDIOGRAMS 


Electrocardiographic changes were present in the 
majority of these patients. In most cases these con- 
sisted in changes in the P wave and electrocardio- 
graphic evidence of right ventricular hypertrophy. In 
a number of patients the electrocardiogram before 
operation was normal. In general, in patients who 
had a successful commissurotomy and in whom the 
cardiac shadow remained the same or decreased fol- 
lowing operation, the electrocardiogram tended to 
show changes toward a-normal pattern or a complete 
reversion to normal. 


ROENTGEN-RAY FINDINGS 


Roentgenograms taken preoperatively showed a 
normal sized heart in about one-fourth of the cases. 
The other three-fourths of the patients showed en- 
larged cardiac shadows before operation. After op- 
eration approximately one-fourth of the patients 
showed decrease in heart size. As might be expected, 
this decrease in heart size was seen in the patients 
who had a good result from the commissurotomy. 
Eleven patients showed evidence of cardiac enlarge- 
ment after operation. It was in this group that the 
poor results and those patients who eventually died 
of their progressive heart disease were found. The 
remaining patients showed no increase in size of the 
heart after operation. 


POSTOPERATIVE RESULTS 


In comparison of the preoperative and postopera- 
tive classification of these patients (fig. 1), it is noted 
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Fig. 1. The chart shows a comparison of the preopera- 
tive and postoperative classification of a series of 48 
patients with mitral stenosis followed for one year or 
longer. Class 1 is composed of patients who have a 
murmur without symptoms; class 2, patients who are 
considered to have symptoms but are in general getting 
along well; class 3, patients who show definite progres- 
sion of symptoms and disability; and class 4, patients 
who have evidence of chronic congestive failure. 
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that whereas there were no preoperative patients in 
class 1, 10 patients are considered in class 1 in the 
postoperative group. One patient was grouped as a 
class 2 patient preoperatively and 18 patients are 
grouped as class 2 patients after operation. Thirty- 
four patients were in class 3 before operation and 7 
patients after operation. In Class 4 there were 13 pa- 
tients before operation and 3 patients after operation. 

In a summary of the over-all results (fig. 2), 10 
patients are at present considered in excellent health. 
These patients are having no symptoms and are able 
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Fig. 2. The chart summarizes the postoperative results 


in a series of 48 cases of mitral stenosis followed one 
year or longer. 


to do anything that anyone else of their age can do. 
Twenty-six patients (54 per,;cent) are definitely im- 
proved. Many of these patients are able to live an 
active, useful life but still may have evidence of 
fibrillation or still may be on digitalis and for that 
reason were put in this classification of those im- 
proved from operation but still not completely with- 
out symptoms. This is similar to the 72 per cent re- 
ported by Glover’ for this combined group of pa- 
tients. Two patients are classed as unimproved by 
operation. One of these patients had a significant 
amount of regurgitation found at the time of opera- 
tion, which was considered to be the predominant 
disorder rather than stenosis. The other patient is 
one who had marked thickening and calcification of 
the valve. The commissures were obliterated by bone- 
like calcification and the opening obtained at opera- 
tion was not satisfactory. 


DEATHS 


The operative mortality in this group was 1 pa- 
tient. This patient died of cerebral embolism which 
occurred at the time of operation. Fracture of the 
valve was considered successful. A large friable clot 
was found in the atrium, and an organized thrombus 
had to be dissected away from the atrial wall to allow 
introduction of the finger into the atrial appendage. 
Operation was otherwise uneventful. The patient be- 
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gan to show signs of cerebral embolus approximately 
three hours after operation and died on the third 
postoperative day without recovering consciousness. 
One patient died a year and half after the opera- 
tion of metastatic adenocarcinoma of the ovary and 
is grouped with the deaths but actually was doing 
well from the standpoint of the heart disease. Eight 
deaths are considered late deaths. Six deaths occurred 
in patients in whom there was a large element of in- 
sufficiency as well as stenosis. These patients died 
as a result of congestive failure and mitral insuf- 
ficiency. Two patients in this group died with evi- 
dence of mitral stenosis. These were patients in whom 
operation had been performed and had been consid- 
ered satisfactory. The patients showed improvement 
after operation for at least 18 months and then began 
to develop increasing signs and symptoms of mitral 
stenosis and died in congestive failure. At autopsy 
both of these patients were found to have mitral 
valves that were stenotic. The site of fracture was 
recognizable in both of them but had re-fused. In 1 
of these patients reoperation was advised but the pa- 
tient died before the operation could be performed. 


In reviewing the group of patients who have died, 
it is obvious that there are several patients in this 
group in whom operation was probably doomed to 
failure because of the large amount of mitral insuf- 
ficiency which was more: important than the stenosis. 
At present we are making an attempt to separate 
these patients from those who have a significant de- 
gree of stenosis but a relatively slight degree of re- 
gurgitation by using catheterization of the left side 
and evaluating the amount of regurgitation through 
the mitral valve by pressure tracings. Several patients 
in this group were considered extremely poor risks. 
It was realized that operation might not do anything 
for them, but since the outlook without operation 
was dismal, it was decided to explore the valve in 
the hope that relieving the mitral stenosis, which we 
knew was present, would give them some relief and 
prolong their life. We believe that in some cases life 
actually was prolonged by a period of months and 
maybe a year or more by operation, although these 
patients could not be expected to show great im- 
provement. 


SUMMARY 


Forty-eight patients with mitral stenosis who have 
had a mitral commissurotomy have been followed 
from one to five years. Of these, 47 patients were 
class 3 or class 4 before operation, or in terms of 
symptoms were progressively incapacitated or were 
in congestive failure. Following operation 36 patients 
were considered to have had either an excellent result 
or were definitely improved; 2 patients were consid- 
ered unimproved. There was 1 operative death and 
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8 late mortality cases due to progressive heart disease. 
Although these results are good and compare favor- 
ably with other larger series, we feel confident that 
through the use of newer diagnostic measures, chiefly 
cardiac catheterization of the right and left side, we 
will be able to improve our results by eliminating 
from the operative group those cases which are not 
suitable for operation. 
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RTERIOSCLEROSIS of the aorta and the vessels 

of the lower extremities is a progressive oblit- 
erative disease which occurs most commonly in men 
past 40 years of age. In its early stage the disease is 
insidious and asymptomatic, but as it progresses the 
signs and symptoms of ischemia develop. Intermit- 
tent claudication is the result of anoxia in the mus- 
cles, whereas ulceration and gangrene represent in- 
adequate blood supply to the skin. The location of 
ischemic manifestations is dependent upon the level 
of obstruction; their severity, upon the extent of the 
obstruction and the state of the collateral circulation. 
The arteriosclerotic process may be a diffuse one or 
it may be segmental and discrete. Although this lat- 
ter fact has been known for many years, its wide- 
spread appreciation has occurred only recently. This 
appreciation, when coupled with new methods. of 
preservation of vascular grafts, has led to an entirely 
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new departure in the treatment of peripheral arteri- 
osclerosis; namely, restoration of main vessel blood 
flow by either endarterectomy, resection of the oc- 
cluded segment and replacement with a vessel graft, 
or bypassing the occluded segment by means of a 
graft. Many reports now attest to the success and 
efficacy of such procedures.*: ® 7: 18. 19, 21, 24 

Segmental arterial obstructions occur characteristic- 
ally in three locations: the aortic bifurcation, the 
common iliac artery above and at its bifurcation, and 
the superficial femoral artery in the lower third of 
the thigh where it is crossed by the tendon of the 
adductor magnus muscle. Since definitive surgical 
treatment is dependent upon accurate evaluation of 
the location and extent of the lesion, the recognition 
of the clinical syndromes associated with each of 
these locations is of the utmost importance. 


Dr. Dale J. Austin and his co- 
author are from the Depart- 
ments of Surgery of Baylor Uni- 
versity Hospital and the Uni- 
versity of Texas Southwestern 
Medical School. 


No deaths, few complications, and generally 
satisfactory results occurred in 18 grafting pro- 
cedures performed because of arteriosclerotic 
disease of the aorta, iliac, femoral, and popliteal 
arteries. Principles leading to successful arterial 
grafting are outlined. 


The syndrome of obliteration at the aortic bifurca- 
tion, or Leriche’s syndrome, was described some years 
ago.'? It gives rise to bilateral claudication with pain 
in the back, buttocks, and thighs as well as in the 
calves. Because of interference with hypogastric artery 
flow, impotence is frequently present in the male 
patient. There may be very little atrophy of the 
muscle of the legs and few trophic changes in the 
skin of the feet, but peripheral pulses are all absent 
bilaterally. 

Occlusion in the iliac arteries produces claudication 
in one buttock or thigh as well as in the calf and is 
not usually associated with gangrene. The correspond- 
ing femoral pulse is absent or markedly diminished 
as are the popliteal and pedal pulses. The symptoms 
of these two sites of occlusion may be mistakenly 
attributed to neurologic or orthopedic syndromes,’® 
and indeed we have seen cases in which neurosurgical 
or orthopedic operations have been performed with- 
out relief of symptoms, which have later been found 
to be due to aortic or iliac artery obstruction. Palpa- 
tion for the femoral pulses is the simplest examina- 
tion that gives one a clue to the diagnosis and loca- 
tion of these high obstructions. A careful history 
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and vascular examination usually will differentiate 
the vascular from the neurologic and musculoskeletal 
lesions. 

Intermittent claudication in the calf is the princi- 
pal symptom of the superficial femoral artery ob- 
struction. Rest pain, neuritis, ulceration, and gan- 
grene indicate extensive involvement of arteries in 
the lower leg with poor collateral circulation. The 
femoral pulse is palpable, but the popliteal and pedal 
pulses are absent. 

In all three groups of patients the final evaluation 
is made by arteriography. In the aortic and iliac oc- 
clusions aortograms are necessary; for femoral occlu- 
sions femoral arteriography is carried out. Before a 
grafting procedure can be considered feasible, it must 
be demonstrated that the distal vasculature is patent 
above the level of the popliteal artery bifurcation. 
Distal obstruction precludes successful grafting or end- 
arterectomy. The majority of cases of aortic and 
iliac obstructions are suitable for grafting, provided 
the general condition of the patient is satisfactory. 
In the femoral obstructions, however, only 25 to 50 
per cent of those patients studied will prove to be 
operable candidates.** The inoperable patients will 
show diffuse intimal disease without a discrete ob- 
struction or extensive main vessel obliteration with- 


out a patent distal vessel into which a graft can be 
connected. 


Older methods of treatment of arteriosclerotic vas- 
cular disease, though beneficial, are largely palliative, 
at times are ineffectual, and always have left much 
to be desired. Dos Santos of Portugal pioneered one 
method of direct attack on this problem with his 
procedure of disobstructive endarterectomy.* The 
value and limitations of this operation have been 
explored in this country by Wylie,2° Cannon and 
Barker,” and others.'® Many successful results have 
been obtained, but many problems are associated with 
the procedure. At present most investigators are 
more favorably inclined toward grafting operations 
than thromboendarterectomy. 

Although many of the technical aspects of arterial 
grafting were worked out 50 years ago by Carrell,* 
it has been only since the development by Gross," 
Hufnagel,’ and others of satisfactory methods of pre- 
serving homologous grafts and the successful employ- 
ment of such grafts by Gross!” in the treatment of 
coarctation of the aorta that replacement of diseased 
arteries has become an accepted and widely used pro- 
cedure. Autogenous venous grafts, homologous arte- 
rial grafts, heterologous arterial grafts, and synthetic 
prostheses all have been used. The biologic material 
has been treated in various ways, but at the present 
time most surgeons are using homologous arteries 
preserved either in the frozen or in the dried state.'® 
Heterologous grafts appear to be unsatisfactory.® The 
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search for a satisfactory vascular substitute is being 
vigorously pursued by many investigators and proba- 
bly will be successful in the not too far distant 
future.® 23 

It is the purpose of this paper to report our experi- 
ences with 18 arterial grafting procedures in 17 pa- 
tients suffering from peripheral arteriosclerotic dis- 
ease. We are not discussing here the problem of the 
abdominal aortic aneurysm, although we have per- 
formed successful resections and grafting in patients 
with this disease. It will be the subject of a future 
report. 


MATERIAL AND METHODS 


Eighteen operations have been done on 17 patients. 
There were 15 men and 2 women in the series. The 
ages ranged from 44 to 64 years, with an average age 
of 54 years. There were no deaths in this series. 


In addition to a complete history and physical ex- 
amination, including a detailed vascular examination, 
arteriography was done as follows: For aortic and 
iliac occlusions translumbar aortography has been 
carried out using 70 per cent Urokon with the pa- 
tient under general anesthesia. For femoral occlu- 
sions percutaneous arteriography has been done using 
30 per cent Urokon under local anesthesia. In some 
instances distal arteriography has been done in the 
operating room immediately prior to surgery. 

Arterial homografts have been used in all cases. 
These have been procured at the time of autopsy 
from young persons having no malignant or virus 
diseases and with no evidence of atherosclerosis in 
the vessels taken. The vessels have been processed 
at the Baylor University Hospital Vessel Bank in the 
Wadley Blood Center. Sterilization is carried out by 
immersion in liquid ethylene oxide for 30 minutes. 
The vessels are immediately frozen to minus 70 C. 
in a dry ice—alcohol mixture. They are then lyophil- 
ized and are stored in vacuo in the dried state at 
room temperature. Some vessels have been stored in 
the frozen state without lyophilization. At the time of 
surgery the vessels are reconstituted in normal saline 
solution containing penicillin and streptomycin. 

Two types of grafting procedures have been used. 
In the aortic and in the shorter small vessel occlu- 
sions the diseased segments have been resected and 
end-to-end graft replacement done. In the longer 
occlusions and especially more recently, end -to-side 
anastomoses, after the method of Kunlin,’® bypassing 
the diseased segments without resection, have been 
done. The latter technique appears to be a simpler, 
safer, and more effective procedure than the end-to- 
end technique’® and has the additional advantages 
that multiple small incisions can be used and existing 
collaterals are not disturbed. Combinations of the 
two techniques may be utilized to great advantage 
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as the circumstances of the case demand. Aortic 
anastomoses have been constructed using a continu- 
ous over-and-over suture of 4-0 arteridl silk. Anas- 
tomoses in the iliac, femoral, and popliteal arteries 
have been effected with either interrupted everting 
mattress sutures or a continuous over-and-over suture 
employing 5-0 arterial silk. The latter appears to 
be a satisfactory suture and can be placed expedi- 
tiously, especially when the end-to-side anastomosis 
is used. Heparin solution (1 mg. per cubic centime- 
ter) is injected into the distal vasculature when the 
vessels are clamped, but general heparinization of the 
patients has not been done. Lumbar sympathectomy, 
done at the same operation, has been carried out in 
nearly all of the patients. 


RESULTS 


The results of arterial grafting have been gratify- 
ing and will be detailed. The rehabilitation which 
one sees in most of these patients cannot be dupli- 
cated by any means other than restoration of main 
vessel blood flow. The other procedures which have 
been used to treat arteriosclerotic vascular disease in 
the past, such as sympathectomy, are mainly palliative 
but must still be employed in those cases in which 
grafting is not possible.1* Postoperative results have 
been checked by the clinical response, palpable peri- 
pheral pulses, arteriography, oscillometry, or actual 
operative reexploration. These patients have been 
followed from 2 to 11 months postoperatively. 


AORTIC OCCLUSION 
(LERICHE’S SYNDROME) 


Three patients with occlusive disease at the bifur- 
cation of the aorta have been subjected to successful 
resection and grafting using bifurcation grafts. The 
only complication has been the loss of four toes in 
a patient in spite of restoration of pedal pulses to 


the extremity following operation. The following 
case is typical. 


CASE 1.—A 44 year old woman complained of progres- 
sive difficulty in walking of seven years’ duration. The pain 
and weakness in her legs had progressed until she was un- 
able to walk 100 yards. On examination, no aortic, iliac, 
femoral, or pedal pulse could be palpated in either ex- 
tremity. Aortogram revealed marked narrowing of the aorta 
immediately distal to the renal arteries with almost com- 
plete obstruction. The iliac arteries were patent. At opera- 
tion on April 12, 1955, the aorta was solid from 1 cm. 
below the renal arteries to below the bifurcation. It was 
resected from just below the renal arteries to the mid com- 
mon iliac level and a bifurcation homograft sutured in 
place. Figure 1 shows the graft in situ at the completion 
of the anastomoses. Bilateral sympathectomy was also done. 
The patient’s postoperative course was uneventful. All four 
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pedal pulses returned and have remained palpable to date. 
She has returned to work and is symptomatically much 
improved. 


Fig. 1. Aortic bifurcation homograft sutured in place fol- 
lowing resection of occluded aorta from 1 cm. below the 
renal arteries to the mid common iliac level, bilaterally. 


Conservative methods of all sorts have been notori- 
ously ineffectual in relieving the symptoms associated 
with Leriche’s syndrome. Where grafting is possible, 
it offers an excellent chance of marked improvement 
in these otherwise incapacitated patients. 


ILIAC ARTERY OCCLUSIONS 


Six patients with occlusion in the common iliac 
artery or common and external iliac arteries have had 
grafts. The grafts varied in length from 3 cm. to 22 
cm. One patient was found by aortography to have 
a completely thrombosed graft three and one-half 
months after operation. Reexploration revealed no 
patent distal vessels in the leg and regrafting was 
impossible. A second patient was found to have a 
nonpulsating graft when examined eight months after 
operation, although clinically his leg is much im- 
proved. These 2 patients, both operated on early 
in our series, represent cases with inadequate distal 
vasculature. The remaining patients have patent 
grafts and excellent clinical results. Figure 2a shows 
the aortogram of a patient with an obstructed right 
common iliac artery, and figure 2b shows a 6 cm. 
graft in place following resection of the occluded 
segment. The following case is an example of a com- 
mon iliac artery occlusion. 

CASE 2.—A 48 year old man complained of pain in the 
left hip, buttock, and calf, upon walking, of one year’s dura- 
tion. Examination revealed palpable pulses in the right 
lower extremity but none in the left. Aortogram demon- 
strated an occlusion in the left common iliac artery with 
patent distal vessels. Operation was performed on April 
20, 1955. Resection of the left common iliac artery was 
carried out and the defect was bridged with a 3 cm. arterial 
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homograft. Left lumbar sympathectomy was also done. 
Since operation the patient has been able to walk without 
pain and has palpable femoral, popliteal, and pedal pulses 


on the left. 

Occlusions limited to the common iliac artery are 
among the most satisfactory types for grafting since 
the vessels are large and tend to remain patent, and 
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Fig. 2. a. An aortogram showing complete obstruction 
from arteriosclerosis in the right common iliac artery of 
a 64 year old man. 


b. Photograph showing a 6 cm. arterial homograft in 


the results are excellent. Symptoms arising from these 
occlusions, however, are frequently confused with 
orthopedic or neurologic disease. 


FEMORAL ARTERY OCCLUSIONS 


Five patients have been subjected to seven proce- 
dures because of arteriosclerotic obstruction in the 
superficial femoral artery. The grafts varied in length 
from 8 cm. to 40 cm. All grafts but one appear to 
be patent at the present time. This latter patient de- 
veloped deep thrombophlebitis in his leg immediately 
after operation; such a complication may have some 
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bearing on the thrombosis in the graft. One patient, 
who had previously had amputation of two toes for 
gangrene, with impending gangrene of the remainder 
of the foot, showed improvement following the inser- 
tion of a femoral artery graft. Three and a half 
months later, however, it was necessary to amputate 
his leg for gangrene precipitated by a minor injury 
to the foot. The pulsating vessel distal to his graft 
is still easily palpable 11 months after operation. 


place following resection of the occluded right iliac ar- 
tery in the same case. No pulses were present in the 
right lower extremity before operation, but all pulses 
were restored postoperatively. 


CASE 3.—A 55 year old man gave a history of weakness 
in both legs and pain in both calves upon walking one 
block, of five months’ duration. Examination revealed pal- 
pable femoral pulses bilaterally but no popliteal or pedal 
pulses in either limb. Arteriograms revealed a 6 cm. seg- 
mental occlusion in the right superficial femoral artery 
with a patent distal vessel (fig. 3a) and a 1 cm. segmental 
occlusion in the left superficial femoral artery. On October 
10, 1955, the patient was operated upon. On the right a 
10 cm. arterial homograft was used to bypass the occluded 
segment without resecting it. Figure 3b shows an arterio- 
gram of the patent bypass graft two months after operation. 
On the left the occluded segment of the artery was resected, 
and an end-to-end anastomosis was effected without the 
necessity of a graft. Bilateral lumbar sympathectomy was 
also done. Since operation all four pedal pulses have be- 
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come and remained palpable, his walking ability has greatly 
improved, and both vessels are patent by arteriography. 
This case illustrates the use of the end-to-side 
anastomosis and the employment of a bypass graft 
without resecting the diseased vessel. We are now 


using this type of grafting procedure in all femoral 
obstructions. 


Fig. 3. Case 3. a. A femoral arteriogram showing seg- 
mental occlusion in the lower third of the superficial 


femoral artery with a patent distal vessel, prior to op- 
eration. 


POPLITEAL ARTERY ANEURYSMS 


Arteriosclerotic aneurysms of the popliteal artery 
lend themselves ideally to resection and grafting. 
These lesions should be treated as soon as the diag- 
nosis is made, for the prognosis otherwise is uni- 
formly poor as to life and limb.'*:?° The previously 
used procedure of sympathectomy and aneurysmec- 
tomy was of great benefit in preventing gangrene 
but often left the patient with severe claudication or 
even severe rest pain in the months immediately fol- 
lowing operation. Resection and grafting is much 
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superior to resection alone since these disabling symp- 
toms of arterial insufficiency are prevented, and the 
patient’s ability to walk is not limited by claudication. 
We have treated 3 popliteal aneurysms by resection 
and homograft replacement, all successfully. Case 4 
illustrates the point. 


CASE 4.—A 59 year old man noted the acute onset of 
pain and soreness in the right leg, which gradually became 
worse. On examination he was found to have a pale, cool 


b. Postoperative arteriogram shows the functionally 
patent bypass graft two months after operation. All 
pulses in the foot are palpable. 


foot with absent pedal pulses. In the right popliteal fossa 
was a 5 by 3 cm. pulsating mass. He was operated upon 
September 6, 1955. The popliteal artery aneurysm was re- 
sected and replaced by a 7 cm. arterial homograft sutured 
end to end both above and below. Following operation the 
foot became warm and the leg free of pain. The posterior 
tibial pulse became palpable and the oscillations returned 
to normal. He is now working and asymptomatic. 


DISCUSSION 


Arterial grafting has much to offer patients with 
segmental arteriosclerotic lesions, provided the pa- 
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tients are properly evaluated and selected. There are 
certain principles which must be respected if grafting 
procedures are to be successful and if unnecessary op- 
erations are to be avoided. The proximal anastomosis 
must be located at a site of vigorous arterial flow. 
Atheromatous plaques in the vicinity should be re- 
moved by endarterectomy or a more proximal site 
chosen. The vasculature at the distal anastomosis 
must be patent and capable of carrying the blood 
brought to it through the graft. This is the most 
important single factor in successful grafting. If the 
distal vessels are obstructed, the graft will become 
occluded. The anastomoses must be constructed with 
meticulous technique to avoid constriction of the ves- 
sels and to prevent thrombosis. End-to-side anasto- 
moses appear to be superior to end-to-end ones in the 
smaller vessels. Important collateral vessels should 
not be needlessly sacrificed and should be disturbed 
as little as possible. Distal heparinization should be 
done at the time the vessel is clamped in order to 
prevent complications. All clots and plaques must 
be flushed out proximally and distally prior to resto- 
ration of blood flow. Every care must be taken to 
avoid infection, for sepsis at a suture line invariably 
leads to rupture and hemorrhage, which at times is 
fatal. Even when all precautions are observed, grafts 
may become occluded both early and late after op- 
eration. Much work is currently being carried out to 
elucidate these and other problems related to vascular 
grafting. 


SUMMARY 






The results of 18 grafting procedures in 17 patients 
suffering from arteriosclerotic disease of the aorta, 
iliac, femoral, and popliteal arteries have been pre- 
sented. There were no deaths in this series, compli- 
cations were few, and the results were generally very 
satisfactory. Three grafts have become occluded with- 
out loss of any part of a limb. Certain principles 


which make for successful arterial grafting have been 
outlined. ; 


Addendum: Since this paper was submitted, 20 
additional grafts have been done for the diseases 
listed, making a total of 38 cases exclusive of aortic 
aneurysms. 
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AREFUL diabetic management, good obstetric 
judgment, and intelligent handling of the new- 

born are the factors most responsible for the excel- 
lent results now realized in the care of the pregnant 
diabetic woman. A good working knowledge of dia- 
betic management and a willingness to give constant 
medical supervision are essential. An understanding 
of the obstetric hazards of fetal oversize and sudden 
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There is much confusion concerning the prob- 
lems of the management of the pregnant dia- 
betic woman and her child. Pregnancy adds 
many difficulties for the woman with diabetes. 
The present day vogue of continuing extensive 
and expensive endocrine therapy seems unneces- 
sary on both theoretical and practical grounds. 
Careful diabetic management, good obstetric 
judgment, and intelligent care of the newborn 
are yielding excellent results. Pregnancy should 
be terminated when the fetus achieves a size 
of approximately 3,500 Gm. 


intrauterine death and the proper management of de- 
livery are necessary for proper and intelligent ob- 
stetric care. Special care of the newborn, the same 
as that given a premature baby, are required for the 
first few days following delivery. These problems 
can be met either by the combined efforts of a team 
made up of an internist, obstetrician, and pediatrician 
or by any single conscientious practitioner who is 
well versed and interested in all three fields. 


DIABETES AND PREGNANCY—Reis et al—continued 


DIAGNOSIS 


First, we must know if the patient is diabetic. The 
presence of reducing substances in the urine of a 
pregnant woman is not necessarily evidence that she 
is a diabetic. One must determine whether these sub- 
stances result from renal glycosuria, lactosuria, or 
diabetes mellitus. 

Renal glycosuria is the most common cause of mel- 
ituria during pregnancy. It is due to a failure of com- 
plete reabsorption of glucose by the renal tubules. 
This condition, which is considered innocuous, is dif- 
ferentiated from diabetes mellitus in that the blood 
glucose levels are normal.?° An accurate diagnosis is 
essential for two reasons: first, true diabetes mellitus 
may be missed by assuming that a renal glycosuria 


is present, and second, renal glycosuria should not be 
treated as diabetes.5 


Lactosuria of sufficient amount to be demonstrable 
by ordinary urinalysis is uncommon. It is most apt 
to be encountered during the last few days of preg- 
nancy and during lactation. 

The diagnostic methods and criteria for the diag- 
nosis of diabetes mellitus are just as applicable to 
the pregnant woman as they are to the nonpregnant.® 
The diagnosis is based on persistent positive tests for 
sugar in the urine, fasting hyperglycemia, and a dia- 
betic glucose tolerance curve. The intravenous glu- 
cose tolerance test should be used since the oral test 
in pregnancy is less desirable to the patient and less 
accurate because of alterations in the gastrointestinal 
tract peculiar to pregnancy.’! During the first tri- 
mester, the oral test is not desirable because of the 
nausea and vomiting of pregnancy and the common 
aversion to sweets. When the oral test is used late 
in pregnancy, there is a slight retardation in return 
to normal levels due to delayed gastric emptying time 
and delayed absorption; the two hour sample may 
therefore be elevated.? Johnson and Bonsnes'! have 
shown, using the intravenous glucose tolerance test, 
that pregnant women have the same tolerance for 
glucose as the nonpregnant. 


MANAGEMENT 


The initial procedure in the care of the pregnant 
diabetic woman is a complete evaluation and classi- 
fication of the patient. If possible this should be 
done before pregnancy. Careful evaluation of the car- 
diovascular-renal system is necessary to determine the 
presence and degree of premature vascular sclerotic 
changes. This is accomplished by determining blood 
pressure levels, cardiac status, and kidney function, 
and by studying the retinal vessels and the degree of 
calcification of the iliac vessels. Such workup to- 
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gether with careful evaluation of the duration, sever- 
ity, and response of the diabetes will aid in determin- 
ing whether a patient can or cannot safely carry a 
pregnancy without the risk of cardiovascular-renal 
breakdown. It also will make it possible to differen- 
tiate toxemia and cardiovascular-renal disease. This 
careful differentiation plus meticulous management 
of the pregnancy is probably the reason for the low 
incidence of toxemia in our patients. 

Classification of these patients is of value not only 
as an aid in prognosis, but also to help determine the 
program of management as well as the time of de- 
livery. Originally our patients were classified accord- 
ing to Colwell’s method as mild, moderately severe, 
severe, or labile cases. The classification of White, 
which divides the patients into six groups, A through 
F, is more specific and therefore is of definite clinical 
value.?? In both classifications severity depends on the 
age of onset of the diabetes, duration of the disease, 
symptomatology, and cardiovascular-renal changes. In 
general, early onset and long duration, especially 
when more than 10 years, increase the severity of the 
disease and the difficulties of management. Under 
these conditions, cardiovascular-renal sclerosis may be 
marked, and complications are more frequent. 


Meticulous management which includes constant 
and continuing diabetic supervision is a basic neces- 
sity in the patient care. These patients must be seen 
frequently throughout pregnancy; occasionally they 
must be hospitalized initially for primary manage- 
ment; and they should be hospitalized promptly for 
either diabetic or obstetric complications. 


Though some difference of opinion exists as to the 
details of diabetic management, almost everyone is 
agreed on the basic principles. Our position is mid- 
way between very rigid and very loose control. We 
feel that the best results are obtained when the carbo- 
hydrate metabolism is stabilized at a level which will 
prevent symptoms; achieve and maintain normal body 
weight; avoid acidosis, coma, and hyperinsulinism; 
and develop a “sense of well being.” This usually is 
accomplished by maintaining a continuing blood 
sugar level of 100 to 140 mg. per 100 cc. and we 
do not attempt to achieve sugar-free urine; a loss of 
10 to 15 Gm. in 24 hours is often acceptable. 

Insulin may or may not be required since many 
diabetic patients can be regulated by diet alone. The 
diet must be regulated to accomplish the above aims 
and at the same time provide the patient with the 
necessary food elements and requirements. For the 
average person this means approximately 25 to 30 
calories per kilogram of body weight and may be 
varied according to the patient’s body build and ac- 
tivity. A liberal quantity of carbohydrate, minimum 
200 Gm. per day, should be given except in the 
markedly obese patient. Protein is given in amounts 
of 1.5 Gm. per kilogram, and minimal fat completes 
the caloric requirements.® 
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The insulin requirements of a diabetic woman dur- 
ing pregnancy are unpredictable as they may increase, 
decrease, or remain the same. They also may vary 
from time to time during the pregnancy. Usually the 
requirements increase.2° Ordinarily the patient can 
be regulated by one of the long acting insulins. Com- 
plications, especially hyperemesis gravidarum, infec- 
tions, intestinal upsets, toxemia, or the onset of labor, 
require a shift to regular insulin. 

Approximately one to two weeks prior to termina- 
tion of the pregnancy the patient should be hospital- 
ized. At this time, she should be carefully reevalu- 
ated and the time and mode of delivery decided upon. 
Since at the time of delivery food intake becomes 
variable or ceases, stabilization of the diabetes by 
regular insulin is essential to prevent hypoglycemia. 
Each individual dose is predicated on previous sugar 
excretion. 


TERMINATION OF PREGNANCY 


The value of early termination of pregnancy in 
increasing fetal salvage and avoiding diabetic post- 
maturity is accepted by nearly everyone.® ® 12, 15,19, 22 
Sudden inexplicable fetal death in utero occurs with 
increased frequency as term approaches. An analysis 
of published reports has shown that early termination 
of the pregnancy has resulted in a 60 per cent in- 
crease in fetal salvage in Great Britain and a 30 per 
cent increase in the United States.'® 

Pregnancy should be terminated when the esti- 
mated size of the fetus is between 3,200 and 3,500 
Gm. This generally occurs during the thirty-fourth 
to thirty-sixth week of gestation. A careful history, 
physical findings, and roentgen-ray studies all aid in 
the estimation of fetal size. Ossification of the distal 
epiphysis of the femur which appears at about the 
thirty-sixth to thirty-eighth week is a useful guide in 
this estimation.? 

The method of delivery must be individualized and 
the choice determined by the obstetric conditions that 
are found at the time the pregnancy isto be termi- 
nated. The patient with a partially effaced and dilated 
or dilatable cervix is best delivered vaginally after in- 
duction of labor. This may be done by simple rupture 
of the membranes and/or administration of intravenous 
posterior pituitary solution (10 minims per liter). A 
long, closed, uneffaced cervix, in either a nullipara or 
multipara, may be good reason for a cesarean sec- 
tion.'7 Hydramnios, which occurs in about 10 per 
cent of diabetic pregnancies, and also a very large 
baby, are considered indications for cesarean section 
by Eastman.?° 
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The newborn infant of the diabetic mother re- 
quires special care similar to that given a premature 
child, regardless of the baby’s size or length of gesta- 
tion. Anoxia, prematurity, lethargy, and hypoglycemia 
are the four major dangers to the infant. 

Immediate postnatal care to minimize anoxia and 
the development of hyaline membrane syndrome re- 
quires prompt and intelligent infant resuscitation. 
The airways must be cleared immediately and the 
infant placed in a heated incubator equipped with 
oxygen and a humidifier. Likewise the maintenance 
of body heat is essential in treatment of prematurity. 
Lethargy, which leads to shallow respiration and an- 
oxia, is overcome by continuing external stimulation. 

There is a difference of opinion concerning the 
importance of hypoglycemia in these infants. There 
are those who advocate starvation during the first 
24 to 48 hours of life, and their results appear to be 
satisfactory. 

The characteristic of the newborn of the diabetic 
mother is a marked fall in blood sugar which occurs 
in the first hour after birth. This is in contrast to 
the normal infant, whose blood sugar may also fall 
rapidly but not to as low a level. Pennoyer and Hart- 
man, whose observations closely parallel ours, reported 
30 mg. per 100 cc. as the lowest value of true sugar 
in normal infants. Much lower levels, even to 0 mg., 
were noted in some infants of diabetic mothers.'® 

Hypoglycemia, though rarely a cause of death in 
infants of diabetic mothers, is a real hazard to an 
already jeopardized infant. We believe that prophy- 
lactic oral glucose should be given to these infants 
to prevent hypoglycemia in the first hours of life (a 
few drops of 50 per cent glucose at birth and every 
30 minutes during the first two hours; for the re- 
mainder of the first day breast milk, 1 ounce, and 
5 per cent glucose, 1 ounce, alternately every two 
hours). If laboratory facilities are available, blood 
sugar determinations should be made at birth and at 
two hours. A level below 40 mg. per 100 cc. is con- 
sidered an indication for parenteral glucose.’* The 
baby should be watched carefully for listlessness, 
twitching, or convulsions. These symptoms may be 
alleviated by glucose administration. The overwhelm- 
ing majority of infants of diabetic mothers can and 
should be saved by overcoming these four dangers: 
anoxia, prematurity, lethargy, and hypoglycemia. 


HORMONE THERAPY 


It seems to us that the vogue of continuous and 
extensive sex hormone therapy to pregnant diabetic 
women is unwarranted on both theoretical and prac- 
tical grounds. Hormone therapy is based on the work 
of the Smiths, who reported that toxemia of preg- 
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nancy is associated with an abnormally high titer of 
gonadotrophic hormones and a low titer of estrogen. 
Because of the apparent high incidence of toxemia in 
diabetic pregnancies, White theorized that a hor- 
monal imbalance might explain the complications 
encountered in the pregnant diabetic.® In 1946 Smith 
and Smith suggested that the giving of increasing 
doses of diethylstilbestrol to pregnant patients would 
prevent or decrease complications of pregnancy.” 
Dieckmann and his associates in a controlled experi- 
ment concluded that administration of this hormone 
according to the schedule suggested by the Smiths 
did not decrease abortions, prematurity, postmaturity, 
or toxemia of pregnancy." 

In 1953, Nelson, Gillespie, and White reported a 
survival rate of 90 per cent of 128 viable pregnancies 
in diabetic women using hormones.’* A fetal survival 
of 89 per cent of 628 treated viable pregnancies was 
reported by White and others in 1956.22 It should 
be noted, however, that in 1935 White reported the 
same fetal salvage of 89 per cent without the use of 
hormone therapy.”° It is true that her present group 
of patients includes more juvenile and more severe 
diabetics. But it is also true that knowledge of dia- 
betic, obstetric, and pediatric care has increased dur- 
ing the past 20 years. 

Eastman, in his discussion of our original report 
in 1950, stated that “there is not a shred of evidence 
to document the belief that endocrine treatment of 


diabetes offers any advantage to either the mother 
or the child.”!° 


In an effort to clarify the situation, the Medical 
Research Council of Great Britain appointed a com- 
mittee to conduct a controlled clinical trial to assess 
the value of oral stilbestrol and ethisterone (anhy- 
drolydroxy-progesterone) upon the fetal survival rate 
in pregnant diabetic patients.'* Comparable groups 
of pregnant women were divided at random into 
“hormone-treated” and “nonhormone-treated” groups. 
Diabetic control was equally good in both series. 
The incidence of hydramnios and toxemia was essen- 
tially the same. The incidence of stillbirth and neo- 
natal mortality was almost the same: 24 per cent in 
the treated; 26 per cent in the nontreated. 


Dieckmann and Taylor, reporting their experience 
at Chicago Lying-In and Sloane Hospital for Women 
respectively, stated that they are unconvinced that en- 
docrines improve fetal prognosis or in any way im- 
prove the results obtained with good antenatal care.® 


Pedersen reported 217 diabetic pregnancies in 
which meticulous diabetic and obstetric care was 
given over a long term to 100 patients and for a 
short term treatment to 117. The fetal mortality 
ranged from 36 per cent in the short term group to 
11 per cent in the long term.’® This is a fetal sur- 
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vival rate in the well managed series of 89 per cent, 
the same figure which we reported in 1950.'® 


SUMMARY AND CONCLUSIONS 


Since no form of endocrine therapy yields better 
results than careful diabetic management, no sex hor- 
mone therapy is used in our patients. 


The basic principles of management of diabetes 
and pregnancy may be summarized as follows: (1) 
careful evaluation and classification of the diabetic 
woman before or early in pregnancy; (2) meticulous 
and constant diabetic management throughout preg- 
nancy, labor, and the puerperium; (3) early termina- 
tion of pregnancy; (4) immediate, continuing, and 
careful pediatric care for the newborn. 
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IMPSON?™ in 1949 made a resumé of the cases of 
coexisting diabetes mellitus and Addison’s dis- 
ease which had appeared in literature. At that time 
15 cases with autopsies and 6 additional cases with- 
out autopsies had been reported. He added 2 more 
cases with autopsy findings. 


The comparatively rare coexistence of Addi- 
son’s disease and diabetes in the same patient 
is reported. In this middle aged woman the pan- 
creas, the adrenal cortex, and the salivary 
glands were involved, and administration of cor- 
tisone precipitated an acute psychosis. The psy- 
chosis cleared rapidly, and the other conditions 
were controlled. 


Since 1949 additional cases have been reported by 
Crampton and others,® Van Buchem,® Ward and oth- 
ers,!° Laqueur and Harrison,5 Wilson and others," 
Breslaw and others,? Stanton and others,’ Baird and 
others,! Gurling and others* and Markovitz.* In all, 
this makes 31 or 32 cases that have proved to be 
authentic. Other cases have been reported the au- 
thenticity of which has been disproved or very ques- 
tionable. 





Presented for the Texas Diabetes Association in Galves- 
ton, April 22, 1956. 
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Of those 18 autopsied cases reported up to the 
present time, 5 have had tuberculous adrenal glands. 
The remaining 13 cases had an atrophy of the adrenal 
glands. Approximately two-thirds of the patients 
were males. Nineteen had diabetes diagnosed first; 
3 had simultaneous diagnoses; and in the remaining 
cases Addison’s disease appeared first. In all cases 
except 1 an increased sensitivity to insulin was pres- 
ent. This exception was the case reported by Ward 
and others,’® in which there was a high insulin re- 
quirement. The patient had a normal amount of 
urinary 11-oxysteroids but his 17-ketosteroids were 
reduced. It is possible that this patient did not have 
an Addison’s disease which would be selective for one 
type of hormones and not for other types. At least 
there was not complete adrenal failure. 


CASE REPORT 


A 45 year old woman bank teller was first seen in 1949 
with a history of menstrual irregularity of six months’ dura- 
tion. She had noted some soreness of the breasts. Other 
than these complaints she felt well. She had a good appe- 
tite and strength. She had had no severe illness in the past. 


The family history was not remarkable. Her father had 
died of pneumonia at 60. One sister had died of gunshot 
wounds. She had a twin sister living and well. Her mother 
was living and in good health. She had a 17 year old 
daughter who was delivered: by normal labor. 


Physical exMnination at that time was negative. Blood 
pressure was 124/76. The skin was fair and not pigmented. 
Chest, heart, and abdomen were normal. A vaginal exami- 
nation was negative. A complete blood count and urinalysis 
were normal. The basal metabolic rate was —26. Small 
doses of thyroid extract (gr. 1 daily) were prescribed, and 
estrogenic and corpus luteum hormones were given in small 
doses. 


In April, 1953, the patient was seen complaining of pol- 
yuria and nocturia, weight loss, some nausea, and weakness. 
The blood sugar level was 352 mg. per 100 cc. A glucose 
tolerance test was not done. Her red blood cell count was 
5,000,000 per cubic millimeter; hemoglobin, 14.2 Gm. per 
100 cc. (98 per cent). Studies of urine showed a specific 
gravity of 1.002, sugar 4 plus per cent, albumin negative, 
and, microscopically, occasional white blood cells. Physical 
examination was negative. Weight was 102 pounds; blood 
pressure, 114/70. The pelvis was normal. Heart, lungs, 
and abdomen were normal. The skin was white. The pa- 
tient was placed on a regimen of 20 units of NPH insulin 
daily and a diet of carbohydrate 200, protein 75, and fat 
125. She gave herself insulin. She continued to test her 
urine for sugar and acetone for eight months and then 
stopped because the result was always negative. 

Blood sugar levels from the discovery of diabetes in April, 
1953, until the summer of 1955 are listed in table 1 with 
the amounts of insulin given daily at these times. As can 
be seen, usually the dose was 20 uhits of NPH insulin. 
Only on one occasion was it increased to 25 units for eight 
months, June 3, 1954, until March 2, 1955, when it was 
reduced to 20 units again. In June, 1955, the patient had 
an attack of hypoglycemia, and her insulin was reduced to 
12 units. This was the amount she was taking when ad- 
mitted to the hospital October 4, 1955. 

It was noted by both me and the patient that in August, 
1953, she had begun to have increased pigmentation of her 
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skin. She worked a great deal in her yard. At that time 
where sun did not come into contact with her skin it re- 
mained very white. The face, neck, arms and hands, and 
legs seemed darker than other areas. These were the more 
- exposed areas. The skin folds did not seem as dark as ex- 
posed skin areas. However, she did not bleach out a great 
deal in the winter 1953-1954. In 1954 the pigmentation 
did not change much. She apparently was in good diabetic 
control during this period, maintained a good weight, and 
had no complaints. Her menses had ceased in early 1954. 


TABLE 1.—Levels of Blood and Urine Sugar with Current 
Daily Insulin Dosage from Diagnosis of Diabetes 
in April, 1953, Until September, 1955. 


Blood Sugar Insulin NPH 
(mg./100 cc.) UrineSugar (units) 


350 4+ % 20 
129 neg. 20 
115 20 
133 20 
155 trace 20 
158 neg. 20 
115 20 
199 neg. 20 
144 neg. 25 
144 25 
129 neg. 25 
125 neg. 25 
105 neg. 20 
133 neg. 20 
175 neg. 12 
122 neg. 4 12 


In February, 1955, the patient developed a bilateral paro- 
titis, and a diagnosis of mumps was made. Her two grand- 
children had mumps at the time. After her recovery she 
did not feel very well (weak, with a poor appetite, and at 
times some nausea) but continued to work. In June, 1955, 
she developed a parotitis of the left side which lasted a 
week or so. From this time on she had recurring attacks 
of swelling of the parotid glands with tenderness over them. 


This swelling was usually associated with eating. She would 
awaken in the morning with normal sized glands, and dur- 
ing breakfast one or both would become swollen and remain 
that way the rest of the day or perhaps several days. She 
continued to feel fatigued and lacked strength. It was 
thought that the pigmentation was increasing. She devel- 
oped some hiccups at night about July, 1955. On June 27, 
1955, on a 24 hour urine specimen 17-ketosteroids meas- 
ured 7.6 mg. A protein bound iodine test showed 4.3 
micrograms. The patient continued to work with marked 
fatigue and weakness and at intervals having swelling of 
one or both parotid glands. The submaxillary glands were 
noted to be enlarged on one occasion in July, 1955. Her 
diabetes remained about the same. Blood sugar levels were 
175 mg. in June and 122 mg. in September, 1955. A blood 
count in August, 1955, showed red blood cells 4,590,000, 
hemoglobin 13 Gm. (90 per cent); white blood cells 7,500 
per cubic millimeter, \polymorphonuclear leukocytes 52 per 
cent, lymphocytes 43 per cent, monocytes 1 per cent, eosin- 
ophils 4 per cent; sedimentation rate 41 mm. in one hour; 
bromsulfalein retention 1.5 per cent in 45 minutes. A 
cephalin flocculation test was 3 plus. A skin biopsy was 
negative for pigmented chromophores in the corium. 


The patient was admitted to the hospital on October 4, 
1955, because of fatigue and weakness to the degree of not 
being able to do her work. Her physical examination showed 


744 


the pigmentation that she had had in the past. It was per- 
haps darker than it had been before. Blood pressure was 
110/62. Laboratory tests showed white blood cells 6,480, 
polymorphonuclear leukocytes 52 per cent, lymphocytes 43 
per cent, eosinophils 5 per cent; red blood cells 4,410,000, 
hemoglobin 12 Gm. (83 per cent). The urine showed 1 
plus per cent sugar, a trace of albumin, and 8 to 10 white 
blood cells. Blood protein totaled 7.2 Gm. per 100 cc. of 
serum, albumin 4.5 Gm., globulin 2.7 Gm., and albumin- 
globulin ratio 1.7 to 1. A cephalin flocculation test was 
negative, and the thymol turbidity test showed 6 units. 
Blood bilirubin was calculated as .3 mg. per 100 cc. of 
serum total and .1 mg. direct. Blood sugar was 227 mg. 
per 100 cc. A Thorn test showed a count of 500 eosino- 
phils, and after 25 mg. of ACTH, 400 eosinophils in four 
hours. 


The Robinson, Power, and Kepler water retention test 
was positive. The largest day specimen of urine 30 minutes 
after the ingestion of water was 50 cc. The night urine 
was 540 cc. The blood urea was 16 mg. per 100 cc., blood 
chloride 480 mg. per 100 cc., urine urea 120 mg. per 100 
cc., and urine chloride 270 mg. per 100 cc. Sugar equaled 
12.5 Gm. in 24 hours. 

The blood sodium was 122 milliequivalents and the blood 
potassium 6.9. No 17-ketosteroids were observed in urine 
in a 24 hour specimen. The chest was negative except for 
bilateral parenchymal calcification. Roentgenograms of the 
gallbladder and of the stomach were normal. No adrenal 


calcification was noted. There was marked hypermotility 
of the bowel. 


The water test precipitated an acute adrenal failure. The 
patient’s blood pressure was 80/50. She had bouts of hic- 
cups and nausea and vomiting. She was administered corti- 
sone, 10 mg. every 12 hours, and Doca, 1 mg. intramuscu- 
larly, on October 11, 1955. On October 12, 2 mg. of buccal 
cortate daily and 10 mg. of cortisone every 12 hours was 
begun. On October 13 she became excited and manic and 
talked incoherently and continuously with much silliness, 
abusiveness, and hostility. On October 15 she slipped out 
of the hospital for six hours and returned home. On Octo- 
ber 16 she was transferred to another hospital to a psychi- 
atric ward where she could better be cared for. She was on 
12 units of regular insulin and sodium chloride intraven- 
ously, this being coordinated with sodium levels and her 
clinical state. 


Here a psychiatric consultant suggested that she be given 
Thorazine in 50 mg. doses every four to six hours. Corti- 
sone was given every eight hours in doses that varied from 
day to day, but usually was 2.5 to 10 mg. Buccal cortate 
was continued every 12 hours. Sodium and potassium blood 
levels were measured every other day from October 17 to 
October 30 and ranged from 100 to 132 milliequivalents. 
The amounts of sodium chloride given the patient were 
determined by these sodium levels as well as by her clinical 
condition. She received insulin in amounts from 12 units 
to 30 units during this period when she was in the hos- 
pital. Her psychosis cleared very rapidly, and within a week 
she was normal. She rapidly gained strength; nausea and 
vomiting disappeared; and she was discharged from the hos- 
pital on October 30. Her diet was set at carbohydrate 200, 
protein 80, and fat 125, and she was to have cortisone, 5 
mg. every 8 hours; buccal cortate, 2 mg. every 12 hours; 
sodium chloride, 5 Gm. a day; and Thorazine, 50 mg. four 
times a day. Blood sodium levels since discharge have been 
from 117.5 milliequivalents on February 17, 1956, to 132 
milliequivalents on April 13, 1956. Sodium potassium levels 
have ranged from 5.5 milliequivalents on February 17 to 
3.9 milliequivalents on March 3. Blood sugar levels have 
been stable around 120 mg. per 100 cc. until April 13, 
when it was 167 mg. Twenty-four units of insulin Lente is 
now required daily. 
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COMMENT 


We are dealing here with two metabolic diseases 
involving two separate enzymatic systems affected by 
two entirely different sets of hormones and combined 
in one organism. In the one, diabetes, there is a lack 
of the hormone insulin. It affects glucose metabolism 
probably through some enzymatic system. Lack of 
this hormone results in a decreased utilization of glu- 
cose, decreased glycogen storage and synthesis, and 
an increase in gluconeogenesis. This results in hyper- 
glycemia and a disturbance in fat and protein metab- 
olism secondary to inability for intermediaries of the 
glycolytic or Kreb’s cycle to be derived from glucose. 
Insulin may act at any one or more of the following 
levels in the metabolism of glucose: (1) at the very 
cell itself acting as a transporting agent across the 
cell barrier; (2) at the hexokinase level, the enzyme 
initiating the first step in glucolysis; (3) as a pro- 
ducer or storer or enhancer in the action of high en- 
ergy phosphates so necessary in metabolism of all 
food stuffs; and/or (4) at the level of the Kreb’s 
cycle. 

In the other disease we are also faced with a lack 
of hormones, those of the adrenal cortex. These hor- 
mones have profound effect on carbohydrate metab- 
olism. Their lack in actuality is directly opposite in 
effect to the defect in diabetes. In Addison’s disease 
there is inability to form glucose from proteins al- 
though there is probably an increased oxidation of 
glucose, a depletion of glycogen stores, and a de- 
creased mobilization of proteins. Proteins may not 
be catabolized, or there may be an inhibition of pro- 
tein anabolic processes. This depletion of carbo- 
hydrate results in hypoglycemia, and in the starving 
animal death may ensue. The glucocorticoids (11- 
oxysteroids) in conjunction with pituitary hormones 
inhibit the initial step in glucose utilization, the con- 
version of glucose to glucose-6-phosphate. Without 
their presence there is an increased oxidation of glu- 
cose while food eaten is stored as proteins in quanti- 
ties above normal. 


These hormones play an important role in main- 
taining normal circulatory functions. It appears that 
in their absence the small capillaries lose their ability 
to constrict in response to epinepherine and norepi- 
nephrine. This effect can be restored by the adminis- 
tration of cortisone or desoxycortisosterone even with- 
out the addition of salt solution. This effect is ap- 


parently apart from the effect of these hormones in 
electrolyte activity. 


Thus in the two diseases combined in one person 
we have hypoglycemia (decreased gluconeogenesis 
from protein) on the one hand and hyperglycemia 
(decreased glycogen synthesis and storage; decreased 
glucose utilization and increased gluconeogenesis) on 
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the other hand counterbalancing each other. The dia- 
betes is made less severe and insulin requirements 
are decreased. There is less hypoglycemic effect of 
steroid lack because of the lack of insulin. If the 
patient is not watched closely, hypoglycemic reactions 
may occur in these cases, and there have been re- 
ported 2 deaths due to this cause. 

If we treat these two diseases, we find another 
paradox. Insulin decreases blood sugar levels and 
increases glucose storage and utilization, while the 
11-oxysteroids mobilize protein, increase gluconeo- 
genesis, and cause a rise in blood sugar. After treat- 
ment is begun some of the patients will need an in- 
creased amount of insulin. 

The hormonal activity of steroids towards electro- 
lyte metabolism is well known. It seems to modify 
rather than to be a total effect. The mineralocorti- 
coids have a retaining action on sodium, and an in- 
crease in body sodium and an increased osmolarity 
results with water retention. The potassium ion is 
lost in increasing amounts in the urine and a body 
depletion occurs. In Addison’s disease the opposite 
occurs; that is, there is a greatly increased loss of 
sodium in the urine with the development of hypo- 
natremia. A decreased osmolarity results with hemo- 
concentration and loss of fluids, first from the extra- 
vascular component and then from the intravascular 
component, diminished circulating blood volume, and 
collapse. Likewise, potassium is retained and in- 
creased in the body. These effects are reversed by 
the giving of desoxycorticosterone acetate. We gave 
this patient cortisone and desoxycorticosterone acetate 
because we were more familiar with them than any 
other adrenal hormones. 


This case is thought to be one in which there is 
an atrophy of the adrenal glands. This lesion can be 
likened to a toxic necrosis of the liver. The cortices 
are small and in many of the cases reported have been 
absent, and a tissue from the anatomic site must be 
taken for section. The microscopic picture is that of 
a sparse remnant or in some cases absence of cortical 
tissue, it being replaced by distended capillaries lying 
in sparse delicate connective tissue network, infil- 
trated with histiocytes, plasma cells, and lymphocytes. 
The medulla is usually normal. The pancreatic lesion 
is that of atrophy also, but this usually is not marked. 
There is a decrease in the number of islet cells, and 
they are small in size and stain poorly. They may 


undergo hyalinization. Some lymphocytic infiltration 
is present. 


The cause is unknown except in those patients 
who have tuberculosis or malignant infiltration. We 
do not believe this patient has tuberculous adrenals. 
The adrenal insufficiency followed the diabetes by 
only a few months, if we accept pigmentation as the 
beginning of the Addison’s disease. Both diseases 
could have a common etiology. Mumps provides a 
possible cause of the adrenal disease. The repeated 
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attacks of salivary gland enlargement and pain are 
indications of possible infection. The adrenal insuf- 
ficiency preceded the mumps by more than a year. 


The parotitis probably aggravated the adrenal failure 
in February, which was only partial until acute symp- 
toms arose during the routine of the Robinson, Power, 
and Kepler test in the hospital in October, 1955. It 
is interesting to note that three types of glandular 
tissue are involved in this case: the pancreas, the 
adrenal cortex, and the salivary glands. 


One last observation: The cortisone precipitated 
an acute psychosis, an event which is not uncommon 
in patients being treated with steroids. The patient 
remained in this state for just a few days and recov- 
ered completely from these effects. 
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HEALTH SLOGAN BACKFIRES 


The use of slogans on postal envelopes is a well recog- 
nized method of propaganda in England, but it has its haz- 
ards, as one health officer now knows. As a part of his 
clean food campaign, this officer obtained permission to 
affix labels bearing a slogan on all letters leaving the town 
hall during a particular week. The slogan was, “It’s safer 
if it’s freshly cooked.” All went well until it was realized 
that the letters bearing this slogan included those with the 
cremations receipts—Journal of the American Medical Asso- 
ciation, 161:1273 (July 28) 1956. 
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HE ARSENICALS have been the most widely 

used of all the inorganic insecticides. For the 
years just prior to the advent of the newer synthetic 
organic compounds, the average world consumption 
of arsenic was more than 100,000,000 pounds per 
year.” More than half of the world’s total production 
has been used in the United States. The domestic 
consumption of white arsenic (arsenic trioxide), 
which is the source of arsenic in all commercial arsen- 
ical insecticides, was 24,000 short tons in 1948. 


Don W. Micks, Sc. D., associate 
professor of medical entomolo- 
gy, and his co-authors are from 
the Laboratories of Medical En- 
tomology and Industrial Hy- 
giene, Department of Preventive 
Medicine and Public Health, 
University of Texas Medical 
Branch. 





Four cases (all in farmers) emphasize the in- 
sidious nature of chronic arsenic poisoning due 
to longstanding use of arsenical insecticides and 
illustrate the importance of an accurate occu- 
pational history. The most prominent symptom 
was paralysis of the legs and hands. 


The greatest use of arsenical insecticides is in their 
application as sprays and dusts to agricultural crops, 
particularly fruits, vegetables, and cotton. Lead arse- 
nate and calcium arsenate are probably the most com- 
monly used arsenicals employed in the control of in- 
sects in this country. Both insecticides are effective 
stomach poisons in a wide variety of chewing insects. 
Whereas calcium arsenate has been used primarily 
against cotton pests, lead arsenate is more extensively 
employed on apples and other fruit crops. 

In spite of the substitution of DDT and other 
chlorinated hydrocarbons for arsenic compounds as 
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agricultural insecticides, the latter are still used in 
many areas for the control of insects on certain crops. 
Therefore, they may continue to be a health hazard 
when improperly handled. 

The majority of cases of arsenic poisoning recorded 
in the literature refer to the acute or chronic effects 
following ingestion of the material. Much less is 
known concerning the effects of multiple exposures 
to relatively small quantities of arsenicals by way of 
the respiratory route. Such compounds may be in- 
haled as both dusts and sprays. 


The purpose of the present report is to present 
new information concerning chronic poisoning with 
arsenical insecticides and to point out how it may be 
an occupational hazard of farmers. Four cases of 
chronic arsenic poisoning are presented. 


CASE REPORTS 


CASE 1.—A 41 year old Negro farmer was admitted to 
the hospital on September 2, 1953. His chief complaints 
were that he could not move his hands or toes and that the 
soles of his feet were very sensitive. It was determined that 
approximately 15 months prior to admission, the patient had 
sprayed pecan trees, cotton, and cattle at different times dur- 
ing a period of several months. During the spraying of 
pecan trees, two months prior to hospitalization, the patient's 
clothing and skin became saturated with the insecticide. No 
measures had been taken to prevent inhalation of the mate- 
rial or contact with the skin. About three months after his 
initial contact with arsenical insecticides, the patient noticed 
a tingling sensation in his toes. Tingling and weakness 
progressed to involve the calves of the legs and then the 
thighs. Two months prior to entering the hospital, he 
noticed a tingling sensation in his hands with progressive 
loss of function. 

The patient reported that the sequence of events involv- 
ing each of his extremities began with numbness which was 
followed shortly thereafter by tingling. This slowly pro- 
gressing process always led to weakness of the extremity. 
Upon hospitalization, he exhibited wristdrop in addition to 
his other symptoms. He was no longer able to walk. There 
was also evidence of beginning paralysis of the vocal cords. 

Following physiotherapy and the administration of oral 
vitamins, the patient was discharged with instructions to 
continue this regimen. On December 2, 1954, he was re- 
admitted with the same symptoms as previously noted and 
in addition exhibited convulsions and frequent lapses of con- 
sciousness (one to two times a day). Generalized muscle 
atrophy was present to a marked degree. Laboratory find- 
ings are noted in table 1. 


TABLE 1.—Laboratory Findings of Arsenic Content in Case 1. 








Date Results 
septemnet 2, 1993... 55555. Urine—0.0125 mg./liter. 
Deceniiet-@, 19593)... 5.3 Nails—0.004 mg./Gm. 
Hair—0.0021 mg./Gm. 
Decegaber 3, 1954; . ............. Urine—a trace in 66 ml. 


CASE 2.—A 49 year old white farmer was admitted to 
the hospital complaining of weakness in all his extremities 
and difficulty in swallowing and speech. He was unable to 
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walk or talk. The history, which was obtained from his 
wife, indicated that he used-a great deal of arsenical insecti- 
cide each year in crop dusting. He first noticed a weakness 
in his legs 16 months before entering the hospital. The pa- 
tient began having difficulty with speech about nine months 
after the onset of the weakness in his extremities. Follow- 
ing symptomatic treatment, he was discharged on June 17, 
1953. He was readmitted five months later complaining of 
weakness and stiffness of the extremities and was still un- 
able to walk or talk. He exhibited marked atrophy of the 
small muscles of the hands and muscles of the arm, shoulder 
girdle, and extremities. Contractures of the arms and elbows 
were noted. The patient was discharged after a course of 
physiotherapy with advice to continue it. Results of labora- 
tory tests are given in table 2. 


TABLE 2.—Laboratory Findings of Arsenic Content im Case 2. 
Date Results 


po A) ere Hair—in excess of test limits. 
Nails—none in 0.1568 Gm. 
Urine—0.0166 mg./liter. 


_ See Hair—0.480 mg./Gm. 

T- 2k, BOOS oo wae cen Urine—none detected. 

WE SLABS. ik ee Hair—0.0039 mg./Gm. 
3S >). Urine—none in 50 ml. 
November 24, 1953 ..... Hair—0.050 mg./0.9200 Gm. 


Nails—none in 0.0520 mg. 
November 25, 1953 ... . .Urine—trace in 75 ml. 
December 4, 1953....... Hair—more than 0.050 mg./Gm. 

Nails—0.0027 mg./Gm. 

Urine—none in 75 ml. 





CASE 3.—A 56 year old white farmer was hospitalized 
on August 17, 1955. The chief complaint was weakness of 
the legs and inability to walk. The patient had frequently 
used lead arsenate on cotton and tomatoes. Beginning three 
months prior to hospitalization the patient noted a progres- 
sive weakness of his extremities. The onset of these symp- 
toms was marked by nausea and vomiting. He had com- 
plained of pain in the calves of his legs and in his feet since 
that time. There also had been a numbness and burning 
sensation from the knees down. When barefoot, the patient 
felt as if he were walking on a pad. The weakness had been 
intermittent but progressive. He was discharged from the 
hospital with the recommendation to return for BAL therapy, 
which he never did. Table 3 gives laboratory findings. 


TABLE 3.—Laboratory Findings of Arsenic Content in Case 3. 
Date Results 


August 18, 1955... . Nails—0.0473 mg./Gm. 
Hair—beyond computing scale range. 
Urine—0.1231 mg./liter. 


August 19, 1955... .Hair—0.0817 mg./Gm. 


CASE 4.—A 40 year old white man entered the hospital 
complaining of his inability to swallow or talk. He gave a 
history of having frequently handled rat and cockroach poi- 
sons containing arsenic. The patient exhibited general weak- 
ness and tremors in his hands as well as pain in the soles 


TABLE 4.—Laboratory Findings of Arsenic Content in Case 4. 


Date Results 


December 13, 1954.. 
December 17, 1954. . 
December 27, 1954.. 


. .Hair—in excess of 0.100 mg./Gm. 

. .Hair—0.5000 mg./Gm. 

. .Urine—0.010 mg./liter. 
Nails—trace in 0.092 Gm. 

January 6, 1955. .....:.... Urine—none detected in 75 ml. 
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ARSENIC POISONING — Micks et al — continued 


of his feet. He developed a speech defect about two years 
previously, which had become worse in the past two months. 
(See table 4.) 


DISCUSSION AND 
CONCLUSIONS 


The foregoing case reports emphasize the insidious 
nature of chronic arsenic poisoning which had pro- 
ceeded to an advanced degree before most of the pa- 
tients sought medical attention. The intermittent na- 
ture of the exposures, which occurred during a period 
of years, provided optimum conditions for chronic 
poisoning. 

The most prominent symptom exhibited was paral- 
ysis of the legs and hands, which occurred in 3 of 
the patients. The paralysis began in the feet and in- 
volved the hands shortly thereafter. All of the pa- 
tients experienced a generalized weakness. Two of 
them exhibited difficulty in swallowing or talking, 
and 2 had pain or tingling sensations in their feet. 


Marked atrophy of the musculature with contractures 
was present in 2 of the cases. In practically all in- 
stances, motor changes had became apparent by the 
time the patients complained of their illness. 


It is of interest to note that the twin brother of 
the patient in case 1 was seen by a physician at the 
same time as his brother. The twin complained of a 
burning sensation in the soles of his feet. This re- 
curred about two months later accompanied by sore- 
ness and weakness in the calves of both legs. The 
patient, like his brother, also exhibited a weakness in 
his forearms with wristdrop. It was later learned that 
the brothers had approximately the same degree of 
exposure to arsenical compounds. 


In all cases, the diagnosis of arsenic poisoning was 
confirmed by arsenic determinations on the urine, 
nails, and hair of the patients. In general, the highest 
concentrations of arsenic were found in the hair, the 
largest quantities being present in cases 2 and 4 with 
0.480 mg. per gram and 0.5000 mg. per gram re- 
spectively. 

All patients except 1 (case 3) were given a course 
of treatment with BAL in addition to vitamin therapy 
and other symptomatic treatment. By this time, how- 
ever, the arsenic had already produced marked patho- 
logic changes which were irreversible. These cases 
therefore illustrate the importance of an accurate oc- 
cupational history. It seems likely that they would 
have been recognized earlier if due consideration had 
been given to the occupational exposure. Although 
arsenicals have been completely replaced by DDT 
and other organic insecticides for the control of cer- 
tain crop insects in some areas,’ the former continue 
to be used. This point is emphasized by the fact that 
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all the cases presented herein occurred long after the 
advent of DDT and the other newer insecticides. It 
is therefore necessary that the physician be able to 
recognize early symptoms of chronic arsenic poison- 
ing in order that treatment may be promptly initiated. 


SUMMARY 


Four cases of chronic arsenic poisoning due to the 
longstanding use of arsenical insecticides are pre- 
sented. Laboratory studies were made on the arsenic 
content of the hair, urine, and nails of each of the 
patients. Since the patients were all farmers, the occu- 
pational hazards associated with arsenical insecticides 
are pointed out as well as the characteristic symptoms 
of chronic arsenic poisoning. 
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MEDICAL 


* Coming Meetings 


Texas Medical Association, Dallas, April 27-May 1, 1957. Dr. Mil- 
ford O. Rouse, Dallas, Pres.; Mr. C. Lincoln Williston, 1801 North 
Lamar Blvd., Austin, Executive Secy. 

American Medical Association, Clinical Meeting, Seattle, Nov. 27-30, 
1956. Dr. Dwight H. Murray, Napa, Calif., Pres.; Dr. George F. 
Lull, 535 North Dearborn, Chicago 10, Secy. 


Current Meetings 


OCTOBER 


American Academy of Ophthalmology and Otolaryngology, Chicago, 
Oct. 14-19, 1956. Dr. A. C. Furstenberg, Ann Arbor, Pres.; Dr. 
W. L. Benedict, 100 First Ave. Bldg., Rochester, Minn., Secy. 

American Academy of Pediatrics, New York, Oct. 6-11, 1956. Dr. 
Harry Bakwin, New York, Pres.; Dr. E. H. Christopherson, 1801 
Hinman Ave., Evanston, Ill., Secy. 

American Cancer Society, New York, Oct. 28-Nov. 2, 1956. Dr. G. V. 
Brindley, Temple, Pres.; Mr. M. R. Runyon, 47 Beaver, New York 
Executive Vice-Pres. 

American College of Surgeons, San Francisco, Oct. 8-12, 1956. Dr. 
Warren H. Cole, Chicago, Pres.; Dr. Michael L. Mason, 40 E. 
Erie, Chicago 11, Secy. 

American Heart Association, Cincinnati, Oct. 27-31, 1956. Dr. Irvine 
H. Page, Cleveland, Pres.; Mr. Irving B. Hexter, 44 E. 23rd, New 
York 10, Secy. 
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American Society of Anesthesiologists, Kansas City, Mo., Oct. 8-12, 
1956. Dr. Scott M. Smith, Salt Lake City, Pres.; Dr. J. E. Rem- 
linger, Jr., 188 W. Randolph, Chicago 1, Secy. 

American Society of Clinical Pathologists, Chicago, Oct. 7-12, 1956. 
Dr. Emma S. Moss, New Orleans, Pres.; Dr. Clyde G. Culbertson, 
1040 W. Michigan, Indianapolis 6, Secy. 

Association of American Physicians and Surgeons, Delegates Interim 
Meeting, Chicago, Oct. 19-20, 1956. Dr. Charles W. Pavey, Co- 
lumbus, Ohio, Pres.; Mr. Harry E. Northam, 185 N. Wabash Ave., 
Chicago 1, Executive Secy. 

Southern Psychiatric Association, Washington, D. C., Sept. 30-Oct. 2, 
1956. Dr. Dexter M. Bullard, Rockville, Md., Pres.; Dr. Joseph 
L. Knapp, 210 N. Westmoreland, Dallas, Secy. 

Southwest Regional Cancer Conference, Fort Worth, Oct. 26-27. Dr. 

John J. Andujar, 1404 Pennsylvania, Fort Worth 4, Chm. 


Texas Pediatric Society, Oct. 19-20, 1956. Dr. R. J. Blattner, Houston, 
Pres.; Dr. James N. Walker, 5216 W. Freeway, Fort Worth, Secy. 

Texas Surgical Society, San Antonio, Oct. 1-2, 1956. Dr. P. I. Nixon, 
Sr., San Antonio, Pres.; Dr. Alberr W. Hartman, 414 Navarro, 
San Antonio 5, Secy. 


Fourth District Society, San Angelo, October 18, 1956. Dr. Joe B. 
Stephens, Bangs, Pres.; Dr. S. H. Martin, 115 S. Park, San Angelo, 
Secy. 

Eighth District Society, Freeport, Oct. 25, 1956. Dr. Carlos Fuste, 


Alvin, Pres.; Dr. John Childers, Univ. of Texas Medical Branch, 
Galveston, Secy. 


Oklahoma City Clinical Society Conference, Oklahoma City, Oct. 22- 
25, 1956. Miss Alma F. O'Donnell, 512 Medical Arts Bldg., Ok- 
lahoma City 2, Executive Secy. 


Texas State Board of Examiners in Basic Sciences, next examination, 
October 19-20, 1956. Henry B. Hardt, Ph.D., Forte Worth, Pres.; 
Mrs. Pearl A. Barrera, 407 Perry-Brooks Bldg., Austin, Chief Clerk. 


NOVEMBER 


American Academy of Obstetricians and Gynecologists, Chicago, Nov. 
7-9, 1956. Dr. Ralph E. Campbell, Madison, Wisc., Pres.; Dr. C. 
Paul Hodgkinson, 116 S. Michigan Blvd., Chicago 3, Secy. 

American Public Health Association, Atlantic City, Nov. 12-16, 1956. 
Dr. Ira V. Hiscock, New Haven, Conn., Pres.; Dr. R. M. Atwater, 
1790 Broadway, New York 19, Executive Secy. 

Southern Medical Association, Washington, D C., Nov. 12-15, 1956. 
Dr. W. Raymond McKenzie, Baltimore, Pres.; Mr. V. O. Foster, 
1020 Empire Bldg., Birmingham 3, Secy. 


Blackford .Memorial Lectureship (cancer), Denison, Nov. 13, 1956. 
Dr. John D. Gleckler, 211 N. Fannin, Denison, Chm. 


National and Regional 


American Academy of Allergy, Los Angeles, Feb. 4-6, 1957. Dr. Carl 
E. Arbesman, Buffalo, N. Y., Pres.; Dr. Francis C. Lowell, 65 E. 
Newton, Boston, Secy. 

American Academy of Dermatology and Syphilology, Chicago, Dec. 
8-13, 1956. Dr. George M. Lewis, N. Y., Pres.; Dr. James R. 
Webster, 55 E. Washington, Chicago 2, Secy. 

American Academy of General Practice, St. Louis, March 25-28, 1957. 
Dr. J. S. De Tar, Milan, Mich., Pres.; Mr. Mac F. Cahal, Volker 
Blvd. at Brookside, Kansas City 12, Executive Secy. 

American Association for Thoracic Surgery, Chicago, May 4-7, 1957. 
Dr. Cameron Haight, Ann Arbor, Mich., Pres.; Dr. Hiram T. 
Langston, 600 S. Kingshighway, St. Louis 10, Mo., Secy. 

American Association of Genito-Urinary Surgeons, Hot Springs, Va., 
May 1-3, 1957. Dr. Archie L. Dean, New York, Pres.; Dr. John 
A. Taylor, 2 E. 54th St., New York 22, Secy. 

American Association of Obstetricians, Gynecologists and Abdominal 
Surgeons. Dr. Lawrence M. Randall, Rochester, Minn., Pres.; Dr. 
F. R. Lock; Bowman Gray School, Winston-Salem, N. C., Secy. 

American College of Allergists, Chicago, March 20-22, 1957. Dr. 
Ethan Allen Brown, Boston, Pres.; Dr. Giles A. Koelsche, Mayo 
Clinic, Rochester, Minn., Secy. 

American College of Chest Physicians, New York, May 29-June 2, 
1957. Dr. Herman J. Moersch, Rochester, Minn., Pres.; Mr. 
Murray Kornfeld, 112 E. Chestnut, Chicago 11, Executive Secy. 

American College of Physicians, Boston, April 8-12, 1957. Dr. Wal- 

cer L. Palmer, Chicago, Pres.; Mr. E. R. Loveland, 4200 Pine, 

Philadelphia 4, Secy. 
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American College of Radiology, Chicago, Feb. 8-9, 1957. Dr. Wilbur 
Bailey, Los Angeles, Pres.; Mr. W. C. Stronach, 20 N. Wacker Dr., 
Chicago 6, Executive Secy. 

American Congress of Physical Medicine and Rehabilitation. Dr. A. 
B. Knudson, Washington, D. C., Pres.; Dr. Frances Baker, 1 Til- 

_ ton Ave., San Mateo, Calif., Secy. 

American Congress on Obstetrics and Gynecology. Dr. R. Gordon 
Douglas, 116 S. Michigan Ave., Chicago 3, Chm. 

American Dermatological Association, Belleair, Fla., April 13-17, 
1957. Dr. Carroll S. Wright, Philadelphia, Pres.; Dr. J. Lamar 
Callaway, Duke Hospital, Durham, N. C., Secy. 

American Gastro-Enterological Association, Colorado Springs, May 17- 
18, 1957. Dr. Sam A. Wilkinson, Jr., Boston, Pres.; Dr. H. Mar- 
vin Pollard, University Hospital, Ann Arbor, Mich., Secy. 

American Gynecological Society, Hot Springs, Va., May 27-29, 1957. 
Dr. Norman F. Miller, Ann Arbor, Mich., Pres.; Dr. A. A. Mar- 
chetti, 3800 Reservoir Rd., N.W., Washington 7, D. C., Secy. 

American Hospital Association, Atlantic City, Sept. 30-Oct. 3, 1957. 
Dr. Albert W. Snoke, New Haven, Conn., Pres.; Dr. Edwin L. 
Crosby, 18 E. Division, Chicago, Executive Director. 

American Laryngological, Rhinological, and Otological Society. Dr. 
Percy E. Ireland, Toronto, Ont., Canada, Pres.; Dr. C. S. Nash, 
277 Alexander, Rochester 7, N. Y., Secy. 

American Neurological Association, Atlantic City, June 17-19, 1957. 
Dr. H. Houston Merritt, New York 32, Pres.; Dr. Charles Rupp, 
133 S. 36th, Philadelphia 4, Secy. 

American Ophthalmological Society, Hot Springs, Va., May 30-June 1, 
1957. Dr. Frederick C. Cordes, San Francisco, Pres.; Dr. M. C. 
Wheeler, 30 W. 59th, New York 19, Secy. 

American Orthopedic Association, Hot Springs, Va., June 24-27. 
Dr. David M. Bosworth, New York, Pres.; Dr. Harold A. Safield, 
715 Lake St., Oak Park, Ill. 

American Pediatric Society, Carmel, Calif., June 17-19, 1957. Dr. 
Daniel C. Darrow, Mission, Kan., Pres.; Dr. A. C. McGuinness, 
1427 I St., N.W., Washington 5, D. C., Secy. 

American Proctologic Society, New Orleans, April 24-27. Dr. Rufus 
C. Alley, Lexington, Ky., Pres.; Dr. Karl Zimmerman, 3500 Fifth 
Ave., Pittsburgh 13, Secy. 

American Psychiatric Association, Chicago, May 13-17, 1957. Dr. 
Francis J. Braceland, Hartford 2, Conn., Pres.; Dr. William Mala- 
mud, 80 E. Concord, Boston 18, Secy. 

American Surgical Association, Chicago, May 8-10, 1957. Dr. Loyal 
Davis, Chicago, Pres.; Dr. R. Kennedy Gilchrist, 59 East Madison, 
Chicago 3, Secy. 

American Urological Association, Pittsburgh, May 6-9, 1957. Dr. 
George C. Prather, Brookline, Mass., Pres.; Dr. Samuel L. Raines, 
188 S. Bellevue Blvd., Memphis, Tenn., Secy. 

International College of Surgeons, U. S. Chapter, Chicago, Sept. 9-12, 
1957. Dr. Curtice Rosser, Dallas, Pres.; Dr. Karl Meyer, 1516 
Lake Shore Dr., Chicago, Secy. 

National Tuberculosis Association, Kansas City, May 5-10, 1957. Dr. 
Howard W. Bosworth, Los Angeles, Pres.; Mrs. Morrell DeReign, 
1790 Broadway, New York 19, Secy. 

Radiological Society of North America, Chicago, Dec. 2-7, 1956. 
Dr. Clarence E. Hufford, Toledo, Ohio, Pres.; Dr. D. S. Childs, 
713 E. Genesee, Syracuse 2, N. Y., Secy. 

Southern Surgical Association, Boca Raton, Fla., Dec. 4-6, 1956. Dr. 
Deryl Hart, Durham, N. C., Pres.; Dr. George G. Finney, 2947 
St. Paul, Baltimore, Secy. 

Southwest Allergy Forum, Fort Worth, May 5-7, 1957. Dr. Truman 
C. Terrell, Fort Worth, Pres.; Dr. Sim Hulsey, 701 Fifth Ave., 
Fort Worth, Secy. 

Southwestern Medical Association, Albuquerque, N. Mex., 1956. Dr. 
John A. Dettweiler, Albuquerque, N. Mex., Pres.; Dr. Russell L. 
Deter, 1501 Arizona St., El Paso, Secy. 

Southwestern Society of Nuclear Medicine, Houston, April, 1957. 
Dr. Henry H. Turner, Oklahoma City, Pres.; Dr. J. R. Maxfield, 
Jr., 311 Medical Arts Bldg., Dallas, Secy. 

Southwestern Surgical Congress, Wichita, Kan., April 15-17, 1957. 
Dr. John V. Goode, Dallas, Pres.; Dr. C. M. O'Leary, 207 Plaza 
Court Bldg., Oklahoma City, Secy. 

Tri-State Medical Society. Dr. William B. Harrell, Texarkana, Pres.; 
Dr. Karlton Kemp, 408 Hazel, Texarkana, Ark., Secy. 


State 


Private Clinics and Hospitals Association of Texas, Dallas, December 
8-9, 1956. Dr. J. P. Anderson, Brady, Pres.; Mr. C. H. Rugeley, 
Wharton, Secy. 

Texas Academy of General Practice. Dr. George V. Launey, Jr., Dal- 
las, Pres.; Mr. Donald C. Jackson, 308 W. 15th, Austin, Executive 
Secy. 

Texas Academy of Internal Medicine, Dallas, Dec. 8-9, 1956. Dr. 
DeWitt Neighbors, Fort Worth, Pres.; Dr. Hugo Engelhardt, 1216 
Main, Houston, Secy. Meetings restricted to members. 

Texas Air-Medics Association, Dallas, April, 1957. Dr. W. A. Osten- 
dorf, Fort Worth, Pres.; Dr. C. F. Miller, P. O. Box 1338, Waco, 

Secy. 
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Texas Association of Blood Banks, Dallas, Dec. 1, 1956. Dr. O. J. 
Wollenman, Jr., Fort Worth, Pres.; Miss Marjorie Saunders, 3707 
Gaston Ave., Dallas, Secy. 

Texas Association of Obstetricians and Gynecologists, San Antonio, 
Feb. 23, 1957. Dr. Carey Hiett, Fort Worth, Pres.; Dr. Oran V. 
Prejean, 4317 Oak Lawn, Dallas, Secy. 

Texas Chapter, American College of Chest Physicians, Dallas, April, 
1957. Dr. Waleer C. Brown, Corpus Christi, Pres.; Dr. L. M. 
Shefts, 510 Moore Bldg., San Antonio, Secy. 

Texas Club of Internists. Dr. Hatch Cummings, Houston, Pres.; Dr. 
L. C. Carter, 2600 Procter, Port Arthur, Secy. 

Texas Dermatological Society, Dallas, April, 1957. Dr. Thomas L. 
Shields, Fort Worth, Pres.; Dr. E. N. Walsh, 1310 Medical Arts 
Bldg., Fore Worth, Secy. 

Texas Diabetes Association, Dallas, April, 1957. Dr. Edwin L. Rippy, 
Pres.; Dr. Richard E. Nitschke, 1702 Nix Professional Building, 
San Antonio, Secy. 

Texas Division, American Cancer Society, Dallas, Dec. 7-8, 1956. 
Mr. Leonard M. Gunderson, Amarillo, Pres.; Mr. Curt W. Reimann, 
1609 Colorado, Austin, Executive Director. 

Texas Geriatrics Society, Dallas, April, 1957. Dr. Martin H. Boehler, 
Dallas, Pres.; Dr. J. O. S. Holt, Jr., 3707 Gaston Ave., Dallas, 
Secy. 

Texas Heart Association, Dallas, April, 1957. Dr. Kleberg Eckhardt, 
Corpus Christi, Pres.; Mr. Edgar M. Brown, 404 Jesse H. Jones Li- 
brary Bldg., Texas Medical Center, Houston 25, Executive Director. 

Texas Hospital Association, Houston, May 14-16, 1957. Mr. H. M. 
Cardwell, Lufkin, Pres.; Mr. O. Ray Hurst, Executive Director, 
2208 Main, Dallas, Secy. 

Texas Industrial Medical Association, Dallas, April, 1957. Dr. V. C. 
Baird, Houston, Pres.; Dr. Robert A. Wise, Box 2180, Houston, 


Secy. 

Texas Neuropsychiatric Association, Dallas, Nov. 30-Dec. 1. Dr. 
John L. Otto, Galveston, Pres.; Dr. Clarence S. Hoekstra, 2600 
Wellborn, Dallas, Secy. 

Texas Ophthalmological Association, Dallas, April, 1957. Dr. Thomas 
J. Vanzant, Houston, Pres.; Dr. Louis Daily, Medical Arts Bldg., 
Dallas, Secy. 

Texas Orthopedic Association, Dallas, April, 1957. Dr. John J. 
Hinchey, San Antonio, Pres.; Dr. Margaret Watkins, 3629 Fair- 
mount, Dallas, Secy. 

Texas Proctologic Society, Houston, February, 1957. Dr. Harry B. 
Burr, Houston, Pres.; Dr. C. P. Hardwicke, 920 E. 32nd, Austin, 


Secy. 

Texas Public Health Association, Houston, Feb. 17-20, 1957. W. T. 
Ballard, Tyler, Pres.; Mr. H. E. Drumwright, City Health Depart- 
ment, Dallas, Executive Secy. 

Texas Radiological Society, Corpus Christi, Jan. 18-19, 1957. Dr. 
J. R. Riley, Corpus Christi, Pres.; Dr. J. E. Miller, 6407 Forest 
Lane, Dallas, Secy. 

Texas Rheumatism Association, Dallas, Dec. 7, 1956. Dr. Frank F. 
Parrish, Jr., Houston, Pres.; Dr. Warren W. Moorman, 901 W. 
Leuda, Fort Worth, Secy. 

Texas Society for Mental Health, Dallas, March 7-9, 1957. Dr. Car- 
men Miller, Dallas, Pres.; Mr. John Lane, 2510 San Antonio, Aus- 
tin, Executive Director. 

Texas Society of Anesthesiologists, Dallas, April, 1957. Dr. Charles 
R. Allen, Galveston, Pres.; Dr. Randle J. Brady, 3317 Binz, Hous- 
ton, Secy. 

Texas Society of Gastroenterologists and Proctologists, Dallas, April, 
1957. Dr. John McGivney, Galveston, Pres.; Dr. O. P. Griffin, 
1101 Medical Arts Bldg., Fort Worth, Secy. 

Texas Society of Ophthalmology and Otolaryngology, Dallas, Dec. 7-8. 
Dr. Kelly Cox, Dallas, Pres. 

Texas Society of Pathologists. Dr. Sidney W. Bohls, Austin, Pres.; 
Dr. M. H. Grossman, St. Paul Hospital, Dallas, Sécy. 

Texas Society of Plastic Surgeons, April, 1957. Dr. Thomas D. 
Cronin, Houston, Pres.; Dr. Steve R. Lewis, University of Texas 
Medical Branch, Galveston, Secy. 

Texas Traumatic Surgical Society, Dallas, April, 1957. Dr. J. H. 
Dorman, Dallas, Pres.; Dr. W. D. Marrs, 306 Broadway, Fort 
Worth, Secy. 

Texas Tuberculosis Association, Longview, April, 1957. Dr. Howard 
T. Barkley, Houston, Pres.; Mrs. J. V. Cooper, Waxahachie, Secy. 

Texas Urological Society, Dallas, Feb. 3, 1957. Dr. Rex Carter, Aus- 
tin, Pres.; Dr. J. D. Mitchell, Jr., 3707 Gaston Ave., Dallas, Secy. 

United States-Mexico Border Public Health Association, San Antonio, 
April 9-12, 1957. Dr. Guillermo Soberanes, Hermosillo, Sonora, 
Mexico, Pres.; Dr. Sidney B. Clark, 243 U. S. Court House, El 
Paso, Secy. 


District 


First District Society, Pecos, 1957. Dr. E. W. Schmidt, Pecos, Pres.; 
Dr. John Dunn, Pecos, Secy. 

Second District Society. Dr. T. W. Novak, Odessa, Pres.; Dr. Willis 
T. Carson, 506 North Allegheny, Odessa, Secy 
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Third District Society, Lubbock, March 30, 1957. Dr. A. G. Barsh, 
Lubbock, Pres.; Dr. William Klingensmith, 708 Monroe St., Ama- 
rillo, Secy. 

Fifth and Sixth Districts Society. Dr. E. Jackson Giles, Corpus Christi, 
Pres.; Dr. Maurice Nast, 1126 3rd, Corpus Christi, Secy. 

Seventh District Society, Austin, March, 1957. Dr. Leslie C. Colwell, 
— Pres.; Dr. Robert N. Snider, 2410 Rio Grande, Austin, 


Ninth District Society, Navasota, 1957. Dr. C. Marius Hansen, Nava- 
sota, Pres.; Dr. Lyman C. Blair, 1212 Rothwell, Houston 2, Secy. 

Tenth District Society. Dr. Taylor Walker, Beaumont, Pres.; Dr. Alan 
E. Hubner, 590 Center, Beaumont, Secy. 

Eleventh District Society. Dr. Royal Kay, Palestine, Pres.; Dr. Hugh 
F. Rives, Jacksonville, Secy. 


Twelfth District Society. Dr. R. Henry Harrison, Bryan, Pres.; Dr. 
W. M. Avent, 1716 Colcord, Waco, Secy. 

Thirteenth District Society. Dr. R. L. Nelson, Wichita Falls, Pres.; 
Dr. R. D. Moreton, 1217 W. Cannon, Fort Worth, Secy. 

Fifteenth District Society, Mount Pleasant, April, 1957. Dr. L. E. 
Rutledge, Daingerfield, Pres.; Dr. O. R. Taylor, Jr., Linden, Secy. 


Clinics 


Dallas Southern Clinical Society, March 18-20, 1957. Dr. Howard 


C. Coggeshall, Dallas, Pres.; Miss Helga Boyd, Medical Arts Bldg., 
Dallas 1, Executive Secy. 

International Medical Assembly of Southwest Texas, San Antonio, 
Jan. 28-30, 1957. Dr. John C. Parsons, 1125 Nix Professional 
Bidg., San Antonio, Secy. 

New Orleans Graduate Medical Assembly, March 11-14, 1957. Dr. 
Eugene H. Countiss, New Orleans, Pres.; Dr. Maurice E. St. Mar- 
tin, 626 Maison Blanche Bldg., New Orleans 16, Secy. 

North Texas-Southern Oklahoma Fall Clinical Conference, Wichita 
Falls. Dr. J. L. Jackson, III, Wichita Falls, Chm. 

Postgraduate Medical Assembly of South Texas, Houston, July, 1957. 
Dr. C. Forrest Jorns, 5644 Lawndale, Houston, Secy. 

State Tumor Conference, Wichita Falls, April 3, 1957. Dr. Bailey 
R. Collins, 92514 Scott, Wichita Falls, Director; Mrs. Chester 
Robinson, Wichita County Medical Society Tumor Clinic, Wichita 
Falls, Secy. 


Board Examinations 


Texas State Board of Medical Examiners, Fort Worth, Dec. 6-8, 1956. 
Dr. M. H. Crabb, 1714 Medical Arts Bldg., Fort Worth, Secy. 


Competitions 


Infertility—The Caleb Fiske cash prize of $350 will be 
given this year to the author of the best dissertation on 
“The Present Day Treatment of Infertility.” This contest is 
sponsored by the Rhode Island Medical Society, and further 
information may be obtained by writing the secretary, 106 
Francis Street, Providence 3. Essays should be submitted by 
January 10,1957. 

Thyroid Problems——The American Goiter Association 
will give the annual Van Meter Award of $300, plus two 
honorable mentions, for the best essays concerning original 
work on problems related to the thyroid gland. Essays may 
cover clinical or research investigations, and should not ex- 
ceed 3,000 words in length. Two copies may be submitted 
to the secretary, Dr. John C. McClintock, 14914 Washing- 
ton Avenue, Albany 10, N. Y., not later than January 15, 
1957. 

Chest Diseases ——The Council on Undergraduate Medical 
Education of the American College of Chest Physicians of- 
fers three cash awards to be given annually for the best 
contributions prepared by undergraduate medical students 
on any phase of the diagnosis and treatment of chest dis- 
eases (heart and/or lungs). First prize will be $500; second 
prize, $300; and third prize, $200. Five copies of the manu- 
script should be submitted not later than April 10, 1957. 
Application forms are available from the Executive Director 
of the College, 112 East Chestnut, Chicago 11. 
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Consent for Release 
Of Patient’s Record 


For the last several issues of the Journal, 1 have discussed 
various problems dealing with consent for operations, and 
various other questions dealing with consent will be dealt 
with subsequently. But, for this article, a somewhat dif- 
ferent kind of consent might be of interest. The problem 
to be dealt with is the consent necessary from the patient 
to entitle the physician to release the records or files he has 
pertaining to the patient to some third party. 

Normally, this problem will arise in cases in which insur- 
ance of one type or the other is involved, but it often arises 
in personal injury and accident cases in which there is, or 
possibly will be, litigation. Quite often the person contact- 
ing the physician desiring information he has in his files 
pertaining to a particular patient will be interested third 
parties such as insurance adjustors, investigators, attorneys 
representing an insurance company, or possibly representa- 
tives or attorneys for the person who is responsible for his 
patient’s injuries and who may be forced to defend in a 
lawsuit by the patient. The question the physician has to 
decide and which will be discussed is when, and under 
what conditions, can this information that is in his file or 
record on his patient be released or turned over to such 
third parties. 

Aside from any legal compulsion, the physician is re- 
quired by professional ethics to maintain inviolate the 
secrets of his patients communicated to him or learned from 
observation, examination, or conversation. The Hippocratic 
Oath, which is taken by most physicians at the time of 
graduation from medical school, includes the following: 

Whatever, in connection with my professional prac- 
tice or not in connection with it, I see or hear, in 
the life of men, which ought not to be spoken of 
abroad, I will not divulge, as reckoning that all such 
should be kept secret. 


The sanctity of the oath has been recognized both by court 
decisions and by statutes in many states, which refer to the 
confidential information obtained by physicians in the 
course of practice as “privileged.” 


Under the common law, no such doctrine of privileged 
or confidential communication existed. In England, whence 
the common law in the United States emanates, there is no 
privilege between physician and patient; the physician may 
protest to the court against any disclosure of professional 
secrets, but he is not considered guilty of a breach of ethics 
if he is compelled by law or the courts to testify on con- 
fidential matters relating to his patient. Seventeen states 
still follow the English common law of no privilege, in- 
cluding Texas. 

A physician, in undertaking the professional care of a 
patient, assumes certain obligations, one of which is that 
he is in a position of trust and confidence as regards his 
patient and it is his duty to act with the utmost good faith 
toward the patient. And, certainly, he should not divulge 
any information concerning his patient to any other person, 
except with the patient’s consent. There are some excep- 
tions to this rule, among which are: (1) when the physi- 
cian is required by law to furnish such information, as the 
requirements set forth in the vital statistics laws, contagious 
diseases, and numerous others where the physician is re- 
quired, by law, to make certain reports; also (2) when 
there is a provision of authorization in an application for 
a policy of insurance or in the policy itself, it may be con- 
sidered as consent so as to permit a physician to furnish 
information. 

It might be best if I discussed, first, instances in which 
insurance companies are involved. As was mentioned pre- 
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viously, some policies of insurance have provisions within 
the policy, or within the application for such policy, which 
give the insurance company or its representatives the right 
to examine the policyholder’s medical records. In cases 
such as these, the physician would be within his rights legal- 
ly to turn the record in the case over as, in effect, his patient 
has consented to this being done when the policy was taken 
out. As a word of warning though, unless the doctor is 
sure that such provisions are contained in the policy, he 
should not turn his records over to the company or its rep- 
resentatives until he has sufficient proof such provision is 
in the policy or his patient has expressly consented to such 
action. Of course, the patient may wish to turn these rec- 
ords over to the insurance company even though no pro- 
vision is contained within the policy. But, this should be 
only with consent of the patient, and it is strongly urged 
that such consent by the patient be in written form, as will 
be discussed later in this article. 


Let us next discuss a situation in which the patient has 
been injured in some type of accident, such as an automo- 
bile wreck. The person most likely desiring the information 
in your files or records will be a representative from the 
other party’s insurance company, or he may be an attorney 
representing the other party in anticipation of a suit or 
after one actually has been instigated. Again, the physician 
must decide whether to release his records and files to such 
person. In a situation such as this, it would be very un- 
wise to release any records or make any statements per- 
taining to the patient or to his condition. This information 
should be released only after express consent is given by 
the patient or upon proper court order should the case 
come to trial. 

In regard to the consent given by the patient in the past 
situation, it would be extremely wise to contact the patient 
and ask that he put such consent to the release of these 
records in the form of a letter. By doing this, the doc- 
tor would have his consent in such a form that it could 
be made a part of the file pertaining to the patient and 
there would not be the possibility of a disagreement be- 
tween the doctor and his patient at some future date as 
to whether such consent had been given. (That would 
hardly be the case if such consent had been given over the 
‘phone. There would merely be a swearing match between 
the physician and his patient in which it would be his 
word against the doctor’s word.) Also, a record of this 
consent would be very valuable to the physician in the 
event his patient should die because should he die, the heirs 
might not accept the physician’s statement that the consent 
had been given orally with the possibility of litigation re- 
sulting against the doctor on the part of the heirs. 


Unless the patient has expressly given his consent for the 
release of his records, and again I strongly suggest this con- 
sent be in writing, or unless the provisions of an insurance 
policy he might hold allows the physician to release infor- 
mation to the insurance company, the information contained 
in a physician’s records should not be released to any third 
parties except upon proper court order. Of course, in the 
event of litigation, these records may be, and quite likely 
would be, subpoenaed, but a release of the information in 
the records in this manner would not subject the physician 
to the possibility of any legal liability. 

One other problem that might arise is the one in which 
the patient has died. When this is the case, the physician 
should not release the deceased person’s file except upon the 
express consent of either the immediate family or the legal 
representative of the deceased patient's estate. Once again, 
I suggest that any such consent be in written form. If the 
legal representative of the deceased patient's estate is also 
a member of the immediate family, then I feel that consent 
from such legal representative would be adequate. But, in 
the event that the legal representative of the estate is not a 
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member of the family, then it would be wise to secure con- 
sent both from such legal representative and from a mem- 
ber of the immediate family. Otherwise, the physician may 
be legally liable to the deceased patient’s estate or to his 
immediate family if it can be shown that damages have re- 
sulted from the release of these records. 


The main point to be remembered is that a physician 
should never release a patient’s file without the express, and 
I suggest written, consent of the patient. There are some 
types of insurance the patient may have which allow the 
insurance company to examine the patient’s records as the 
provisions of the policy make allowance for this. But, un- 
less the doctor is certain of this, it would be wise to check 
further both with the patient and as to the terms of the 
policy. If no provisions are made allowing the release of 
this information and the patient will not consent to the re- 
lease, then the physician must not release the records except 
upon proper court order. It also should be remembered 
that if the patient has died, the same rules should be fol- 
lowed, except that the consent would have to be given by 
the immediate family or the representative of the deceased 
patient’s estate. 

—PHILIP R. OVERTON, LL.B., Austin. 


Radiation Exposure Regulations 


New regulations on radiation exposure adopted by the 
State Board of Health became effective September 1. They 
are consistent with the recent report of the National Com- 
mittee on Radiation Protection. Following is a summary 
of the principal aspects of these regulations: 

1. Registration of all radioactive materials and radiation 
producing machines such as x-ray equipment is required 
within 30 days of commencement of use. 

2. Definitions, terminology, and an official radiation 
symbol are established. 

3. Standards for air, water, and other environment are 
established. 

4. A responsible person is required to be in charge of 
the radiological safety program. 

5. Personnel monitoring and maintenance of records 
and reports under certain specified conditions is required. 

6. Labeling of hazardous material and identification of 
areas where radioactive material is stored is required. 

7. Permission must be obtained prior to dumping or 
burying radioactive wastes. 

8. Accidental release of radioactive material which leaves 
the premises of the user must be reported. 

9. All accidental exposures received by a person when 
the dose exceeds five times the permissible amount must 
be reported. 

10. Certain specified exemptions are granted. 

Although the values proposed for maximum permissible 
dose are such as to involve a risk that is small compared 
to the other hazards of life, it is strongly recommended by 
the board that every effort be made to reduce the dose of 
all types of ionizing radiations to the lowest practicable 
level. 

The complete 22 page booklet containing the new regu- 
lations may be obtained by writing the Division of Occupa- 
tional Health, Texas State Department of Health, Austin. 


SMA to Meet November 12-15 


The Southern Medical Association’s Golden Anniversary 
meeting will be held in Washington, D. C., and will fea- 
ture more than 300 scientific papers, a geriatrics symposium, 
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20 scientific section meetings, two general sessions, 20 guest 
speakers, official tours of medical facilities and of Washing- 
ton and vicinity, 20 alumni and fraternity reunions includ- 
ing a meeting of the University of Texas Medical Branch 
alumni, luncheons and dinners, and selected scientific and 
technical exhibits. Monday, November 12, has been desig- 
nated as D. C. Day, and will be devoted to scientific presen- 
tations by doctors from Washington. 


Accommodations may be arranged by writing to the 
Housing Bureau, Southern Medical Association, 1616 K 
Street, N. W., Washington, D. C., for reservation blanks. 


PERSONALS 


Dr. E. E. Muirhead, Dallas, took office as president of 
the American Association of Blood Banks at the September 
meeting of that group in Boston. 

Dr. W. L. Crosthwait, Waco, was one of the Texas au- 
thors honored by the Austin alumnae chapter of Theta Sig- 
ma Phi, women’s journalism fraternity, at its Writers 
Roundup September 17 in Austin. Dr. Crosthwait’s auto- 
biographical “The Last Stitch” was published in recent 
months. 

Dr. Denton A. Cooley, Houston, was a guest speaker at 
the recent Symposium on Heart Disease in Seattle. 

Dr. Martin L. Towler, Galveston, spoke at the Septem- 
ber meeting of the Mid-Continent Psychiatric Association 
in Hot Springs, Ark. 

Dr. Ben J. Wilson, Dallas, spoke on treatment of shock 
at the Kansas City Southwest Clinical Society meeting late 
in September. 

Dr. George Turner, El Paso, was the featured speaker at 
the summer commencement exercises of Sul Ross State Col- 
lege, Alpine. 

Dr. M. H. Crabb, Fort Worth, Secretary of the Texas 
State Board of Medical Examiners, is a member of the Na- 
tional Board of Medical Examiners, and is serving on the 
committee on coordination of examinations. 

Dr. L. M. Shefts, San Antonio, assisted in a postgraduate 
course during the recent meeting in San Francisco of the 
American College of Surgeons. 


Births in late summer of a daughter to Dr. and Mrs. 
George D. Broyles, Jr., Dr. and Mrs. W. A. Cantrell, Dr. 
and Mrs. Don W. Pranke, and Dr. and Mrs. Robert C. 
Overton, and of a son to Dr. and Mrs. Lynn A. Bernard, 
all of Houston, have been announced through the Harris 
County Auxiliary News Letter. 


POSTGRADUATE COURSES OFFERED 


Heart and Circulatory System, November, New York.— 
Five short-term courses will be offered by the New York 
University Postgraduate Medical School during the month. 
They will include cardiac roentgenology, electrocardiography, 
fundamentals of electrocardiographic interpretation, peri- 
pheral vascular diseases, and cardiac arrest and resuscitation. 
Further information may be obtained from the Dean, 550 
First Avenue, New York 16. 

Electrocardiology, December 3-7, Houston.—Dr. Demetrio 
Sodi-Pallares, Mexico, D. F., will instruct this course, which 
is being offered by the University of Texas Postgraduate 
School of Medicine and Baylor University College of Med- 
icine. In addition to clinical pathological conference dis- 
cussions and the evening course, individual instruction in 
reading electrocardiograms will be provided. Special panel 
discussions will be held on subjects of particular interest to 
electrocardiologists. Inquiries should be addressed to the 
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University of Texas Postgraduate School of Medicine, Texas 
Medical Center, Houston 25. 

Practical Management of Poliomyelitis and Principles of 
Rehabilitation, February 25-March 1, Houston.—This course 
is designed for physicians, nurses, medical social service 
workers, and physical and occupational therapists. Emphasis 
will be on effective coordination of services for the severely 
involved patient. Tuition is $25. Co-sponsors of the course 
are Baylor University College of Medicine, Southwestern 
Poliomyelitis Respiratory Center, and Jefferson Davis Hos- 
pital in cooperation with the National Foundation for In- 
fantile Paralysis. Details are available from Dr. William A. 
Spencer, Medical Director, Southwestern Poliomyelitis Re- 
spiratory Center, Education Office, 1300 Kenwood Lane, 
Houston. 

Clinical Symposium on Breast Carcinoma, November 9- 
10, Houston.—This course will include talks on present 
knowledge of spread of breast cancer, treatment policies, 
surgical treatment and radiotherapy, management of recur- 
rences, and hormonal management, and a panel discussion 
of several cases presenting different problems. With the 
course, there will be a luncheon, get-acquainted hour, and 
dinner at a total cost of $8.50. Advance reservations must 
be made. Information may be obtained from the office of 
the assistant director, M. D. Anderson Hospital—Symposi- 
um, Texas Medical Center, Houston 25. 

Radiological Physics, Houston, October 8, 1956, through 
April 1, 1957.—These sessions are held each Monday after- 
noon. Dr. W. K. Sinclair, assisted by Dr. G. H. Fletcher, 
Dr. R. J. Shalek, and Mr. Arthur Cole, instruct the courses, 
which are sponsored by the University of Texas Postgraduate 
School of Medicine, Texas Medical Center, Houston 25. 
Tuition is $10. 






Baylor Receives Ford Grant 


Baylor University College of Medicine, Houston, received 
a $500,000 grant from the Ford Foundation for use in im- 
proving instruction. This grant must be held as an invested 
endowment for at least 10 years; during this time only the 
income may be expended. After this period, the school 
will be free to use the principal sum if it wishes. 

The Ford Foundation has announced that similar grants 
totaling $21,750,000 will be made to the 44 privately sup- 
ported medical schools in the United States. This is part 
of a $90,000,000 appropriation which was made last De- 
cember to aid the instructional programs of private medical 
schools. The Foundation indicates that it expects to dis- 
burse the balance of the appropriation during the current 
academic year. 


National Foundation for Infantile Paralysis 
Announces Postdoctoral Fellowships * 


Postdoctoral fellowships are available for full time study 
in preparation for careers in research and/or academic med- 
icine, or in the ‘clinical fields of psychiatry, rehabilitation, 
orthopedics, management of poliomyelitis, and preventive 
medicine, the National Foundation for Infantile Paralysis 
has announced. 


For a full academic program, tuition and fees are paid; 
for other programs, a sum not to exceed $1,250 per year 
including tuition will be paid. Applications must be re- 
ceived six months in advance of the consideration dates. 
Miss Edith A. Aynes, Division of Professional Education, 
National Foundation for Infantile Paralysis, 102 Broadway, 
New York 5, can supply full information. 
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Kenny Foundation 











The Sister Elizabeth Kenny Foundation is initiating a 
program of postdoctoral scholarships to promote work in 
the field of neuromuscular diseases. These scholarships are 
designed for scientists at or near the end of their fellow- 
ship training in either basic or clinical fields concerned 
with the broad problem of neuromuscular diseases. The 
scholars will be appointed annually, and each grant will 
provide a stipend for a five year period of from $5,000 to 
$7,000 annually. Inquiries may be sent to Dr. E. J. Huene- 
kens, Medical Director, Sister Elizabeth Kenny Foundation, 
2400 Foshay Tower, Minneapolis 2. 

































































Cancer Quack Pamphlet 











The Texas Division, American Cancer Society, has pre- 
pared a pamphlet, “You Can Tell a Duck by Its Quack,” 
which will be available in quantities for physicians’ offices. 
Sample copies were sent to each member of the Texas Med- 
ical Association through its offices, and the Association will 
handle orders for copies. 

The pamphlet is printed in an attractive shade of green 
on a white background, and lists the seven danger signals 
of cancer. Inside, carcicatures illustrate characteristics by 
which quacks can be recognized, and a brief text encourages 
the reader to see a reputable physician if cancer is suspected. 

































































DIABETES DETECTION 











November 11-17 is diabetes detection week, and the 
American Diabetes Association will make available both 
Clinitest and Galatest reagents without charge for authorized 
programs. Dreypak testing strips, a relatively new method 
of collecting dried urine specimens, also will be used this 
year. Last year, about 60 per cent of county medical socie- 
ties throughout the nation participated in the diabetes de- 
tection program. 












































TEXAS COMMISSION ON PATIENT CARE EXHIBIT 
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The Texas Commission on Patient Care exhibit, with 
movable parts showing high school, junior college, and 
college graduates entering training (left) and coming out 
(right) appropriately dressed as representatives of the 
various paramedical professions, is displayed at meetings 
throughout the state. Standing by the exhibit are stu- 
dent nurses from Seton Hospital, Austin, who hold copies 
of the brochure, ‘‘Deep in the Health of Texas,’’ which 
recently was distributed to 35,000 doctors, nurses, edu- 
cators, counselors, and others in Texas. 
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Cleveland Museum 
Offers Educational Aids 


The Cleveland Health Museum, a pioneer in the develop- 
ment of visual health teaching tools, has called attention to 
its services in a catalog of exhibits, models, slides, film 
strips, and publications for purchase or loan. The catalogue 
pictures and describes the “Wonders of New Life” birth 
models, the portable suitcase exhibts for classroom use, tele- 
vision props, and a variety of other educational aids appro- 
priate for all ages and numerous situations. It also calls 
attention to the consultation service for exhibit planning and 
display, club programs, and production of new exhibits to 
meet special needs. 

A qualified graduate student interested in school health 
education, visual methods in health education, or educational 
work in museums may receive a $500 scholarship for use in 
completing a project in from one to three months at the 
museum. 

Inquiries about the museum, its work, or the scholarship 
may be addressed to Bruno Gebhard, M. D., Director, Cleve- 
land Health Museum, 8911 Euclid, Cleveland 6. The cata- 
logue is available at $1 per copy. 


Public Health Positions Open 


A competitive examination for appointment of medical 
officers to the regular corps of the United States Public 
Health Service will be held in various places throughout the 
country November 27-30. Opportunities are available for 
careers in clinical medicine, research, and public health. 


MEDICAL ECONOMICS AWARD 


Medical Economics will offer $500 for the best article 
written by a physician and found acceptable for publication, 
and $300 to $100 for other publishable articles by doctors. 
Topics should be carefully limited aspects of any broad 
subject such as fees, practice management, handling patients, 
or relations with hospitals or other doctors. Manuscripts 
between 1,000 and 3,000 words long, typed and double 
spaced, should be submitted by December 31 to Awards 
Editor, Medical Economics, Oradell, N. J. 


Bahamas Medical Conference 


The Bahamas Medical Conference will be held in Nassau 
December 1-15 and will consist of informal meetings and 
discussion groups, allowing ample time for recreational ac- 
tivities. Complete information may be obtained from Dr. 
B. L. Frank, Suite 1-3, 550 Fifth Avenue, New York 36. 


New Lectureship on Cancer 


The first annual Blackford Memorial Lectureship on can- 
cer will be held in Denison November 13 under the spon- 
sorship of the Grayson County Medical Society. The Black- 
ford Memorial Fund was set up by Mrs. Clara Smith of 
Denison and Houston in honor of her father, a pioneer 
banker in Denison. The fund was established to bring au- 
thorities on cancer and cancer research to that area as speak- 
ers, so that doctors there can keep up to date on the latest 
progress in this field. 
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The first program will be a symposium, and will be 
monitored by Dr. R. L. Clark, Jr., Houston. It will be held 
from 1 to 5 p. m., and will be followed by a cocktail hour 
and dinner. Certificates of appreciation, and honorary mem- 
berships in the Blackford Memorial Lectureship, will be pre- 
sented. Special activities are being planned for the ladies. 
No registration fee is required, and the meeting will be 
open to all physicians. 


Hogg Foundation Helps 
With Military Family Counseling 


Air Force chaplains met in Austin October 1 for the first 
course of its kind in marriage and family counseling. The 
course was sponsored by the United States Air Force and 
the University of Texas Hogg Foundation for Mental Hy- 
giene. The training program has two purposes: to help a 
chaplain attain a better understanding of himself in order 
to become a more effective counselor, and to help the chap- 
lain do a more effective counseling job in the area of mar- 
riage and family living. Dr. Don P. Morris, Dallas, served 
as a member of the operations committee. Other sessions 
will be held in November, January, and May. 


Physicians’ Attitudes 
Toward Health Insurance 


Most of the 15,000 physicians who stated an opinion in a 
recent survey conducted by the American Medical Associa- 
tion’s Council on Medical Service felt that insurance should 
cover a “substantial portion” but less than the full cost of 
surgical and medical care. 

More than half the physicians replying expressed the opin- 
ion that insured patients are led to assume that their insur- 
ance will cover the physician’s fee, although apparently the 
patient is more likely to expect coverage of the general 
practitioner's fee than the specialist’s. Approximately one- 
fifth of the respondents indicated that their colleagues were 
likely to charge more than their normal fee for an insured 
patient, and almost half of those expressed the belief that 
the sole reason for such fee-raising was an opportunity to 
obtain more money. Some, however, applied the “sliding 
scale of fees” principle to insurance payments. Others felt 
that the insurance payment should not constitute full pay- 
ment, and some believed the physician should be compen- 
sated for extra trouble or expense involved in handling in- 
sured patients. 


TOBACCO RESEARCH GRANTS 


The Tobacco Industry Research Committee has activated 
a $1,500,000 research grant program, and about $1,200,000 
already has been granted to more than 55 scientists who 
are participating in a scientific endeavor to help in solving 
important health questions. Texas physicians who have 
received grants are A. Clark Griffin, Ph.D., head of the bio- 
chemistry department, M. D. Anderson Hospital and Tumor 
Institute, Houston; Dr. R. H. Rigdon, professor of pathology 
and director of the Laboratory of Experimental Research, 
University of Texas Medical Branch, Galveston; and Dr. 
William O. Russell, pathologist in chief, M. D. Anderson 
Hospital and Tumor Institute, Houston. Dr. Russell also 
participated in a conference of clinical-pathologists to dis- 
cuss the feasibility of a cooperative study of human lung 
tissues, to include 12 laboratories. 
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American College of Physicians 
Receives Research Grant 


A research grant of $43,100 has been awarded the Amer- 
ican College of Physicians for the period September 1, 1956, 
through August 31, 1957, by the Department of Health, 
Education, and Welfare of the United States Public Health 
Service to further its evaluation of internal medicine in hos- 
pitals. A pilot study of approximately 100 representative 
hospitals is beiag conducted by observing practice methods 
with particular reference to internal medicine. More than 
20 physicians are being sent to selected sites to observe cur- 
rent practices. 

Whereas appraisal of medical care will be the primary 
objective, information also will be gathered regarding in- 
ternships and residencies in medicine where such programs 
exist. The study is not intended as a substitute for any part 
of the present programs of the Joint Commission on Ac- 
creditation of Hospitals or the Council on Medical Education 
and Hospitals of the American Medical Association, but will 
proceed parallel to the existing programs of both, probably 
leading to some revision in the internal medicine policies 
in the future. 


Southwestern Medical Foundation 
To Receive Two Bequests 


Southwestern Medical Foundation recently has been 
named beneficiary of two large estates in Dallas. One be- 
quest, valued in excess of $100,000 in stocks and cash from 
the estate of Louise McClurkin, has been designated the 
“Fred and Louise McClurkin Bequest.” The funds will be 
used in Dallas in the aid of science for the prevention and 
cure of poliomyelitis and diseases of the heart. A provision 
in the will granted the Foundation final decisions in deter- 
mining specifically how the money should be used. 

An estate of approximately $250,000 will be left to the 
Foundation under terms of the will of Mrs. Edith Eulalie 
Sewell Lee. Her estate will go to the Foundation after the 
death of the last of four relatives, who will receive the in- 
come from the estate during their lifetimes. Mrs. Lee was 
an active volunteer worker in the initial fund raising cam- 
paign for the Foundation. 


Business-Industry Health Conference 


The ninth annual health conference for business and in- 
dustry was held in Houston late in September. Out-of-state 
doctors who were guests were Drs. Ralph T. Collins, Roches- 
ter, N. Y.; Jackson A. Smith, Omaha, Neb.; Allan J. Flem- 
ing, Wilmington, Del.; E. S. Jones, Hammond, Ind.; O. T. 
Mallery, Jr., Ann Arbor, Mich.; Seward Miller, Washing- 
ton, D. C.; and E. Cuyler Hammond, New York City. 


GP’s Have New Building 


September 1 marked the opening of the new headquarters 
building of the American Academy of General Practice in 
Kansas City. Dr. Dwight H. Murray, Napa, Calif., Presi- 
dent of the American Medical Association, was the principal 
speaker. The concrete building houses the Academy staff 
and the editorial and business offices of GP magazine, and 
was built at a cost of more than $600,000. 
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Recent Publications 
By Texas Physicians 


Following is a continuation of a list of recent articles 
published by Texas physicians and available at the Memorial 
Library of the Texas Medical Association. Articles appear- 
ing in the Texas State Journal of Medicine are not included. 


Eggers, G. W. N.: Delayed Ulnar Neuritis, Nebraska, 
M. J. 41:219-223 (June) 1956. 

Fisher, Seymour, and Cleveland, Sidney E.: Body-Image 
Boundaries and Style of Life, J. Abnorm. & Social Psychol. 
52:373-379 (May) 1956. 

Forbes, Gilbert B., and Etheridge, John: Estimation of 
Total Body Chloride in Man by Radio-Bromide Dilution, 
J. Lab. & Clin. Med. 48:63-68 (July) 1956. 

Freeman, Bromley S.: Reconstruction of Thumb by Toe 
Transfer, Plast. & Reconstruct. Surg. 17:393-398 (May) 
1956. 

Gaitz, Charles M.; Pokorny, Alex D.; and Mills, Morriss, 
Jr.: Death Following Electroconvulsive Therapy, A.M.A. 
Arch. Neurol. & Psychiat. 75:493-499 (May) 1956. 

Garrett, J. V.: The Platelet-Like Action of Certain Brain 
Extracts, J. Lab. & Clin. Med. 47:752-759 (May) 1956. 

Greer, A. E.: Pulmonary Brucellosis, Dis. Chest 29:508- 
519 (May) 1956. 

Guraieb, Samira R.: Fibroelastosis in Adults, Am. Heart 
J. 52:138-148 (July) 1956. 

Hardy, S. Baron: Dermatome Pliofilm Stamp Grafts, 
Am. J. Surg. 92:107-114 (July) 1956. 

Harrison, Richard H., III, and Doubleday, Leonard C.: 
Roentgenological Appearance of Normal Adrenal Glands, 
J. Urol. 76:16-22 (July) 1956. 

Haynes, D. M.: Cerebral Hypoxia from Air Embolus 
Following Attempted Abortion, Am. J. Obst. & Gynec. 71: 
1111-1113 (May) 1956. 

Haynes, D. M., and Nabors, G. C.: Abdominal Preg- 
nancy, South. M. J. 49: 619-624 (June) 1956. 

Head, C. D.: Federal Civil Defense Administration Med- 
ical Services, J. Louisiana M. Soc. 108:245-251 (July) 1956. 

Hejtmancik, James H., and Magid, Moreton A.: Bilateral 
Periureteritis Plastica, J. Urol. 76:57-61 (July) 1956. 

Hill, Joseph M.: An Unusual Coagulation Inhibitor En- 
countered in Refractory Hemophilia, Am. J. Clin. Path. 
26:477-486 (May) 1956. 

Hoff, H. E., and Breckenridge, C. G.: Observations on 
the Mammalian Reflex Prototype of the Sign of Babinski, 
Brain 79:155-166 (Aug. ) 1956. 

Jacobs, W. M.: Hysterectomy in Young Women, Surg., 
Gynec. & Obst. 102:539-542 (May) 1956. 

Jacobs, W. M., and Lindley, J. E.: Functional Uterine 
Bleeding, Am. J. Obst. & Gynec. 71:1322-1327 (June) 
1956. 

Keats, Arthur S.: Postoperative Pain; Research and Treat- 
ment, J. Chronic Dis. 4:72-83 (July) 1956. 

Keats, Arthur S., and Telford, Jane: Nalorphine, a Potent 
Analgesic in Man, J. Pharmacol. & Exper. Therap. 117:190- 
196 (June) 1956. 

Killingsworth, W. P., and Ross, O. H.: Treatment of 
Pinworms (Oxyuriasis), South. M. J. 49:503-507 (May) 
1956. 
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Kinard, S. A.; Conner, P. K., Jr.; Hershberger, R. L.; 
Dennis, E. W.; and Moyer, J. H.: Results With the Use 
of Canescine for the Treatment of Hypertension, M. Rec. 
& Ann. 50:90-94 (May) 1956. 

Kunath, Carl A.: Massive Bleeding from Diverticulosis 
of the Colon, Am. J. Surg. 91:911-917 (June) 1956. 

Mallams, J. T.: Why Use Radioactive Cobalt, Dallas M. 
J. 42:276-277 (May) 1956. 

Maluf, N. S. R., and Halpert, Bela: Experimental Evalu- 
ation of Three Types of End-to-End Ureteroureteral Anas- 
tomosis, Am. J. Obst. & Gynec. 72:377-388 (Aug.) 1956. 

Martin, Charles L., and Martin, James A.: Carcinoma of 
the Posterior Tongue Treated with Radiation, Radiology 66: 
835-841 (June) 1956. 

Mendel, E. B., and Bone, F. W.: Silent, Asymptomatic 
Rupture of the Uterus Following Normal Labor and Deliv- 
ery, Am. J. Obst. & Gynec. 71:1122-1125 (May) 1956. 

Miller, D. G., and Hsu, T. C.: The Action of Cytotoxic 
Antisera on the HeLa Strain of Human Cancer, Cancer Res. 
16:306-312 (May) 1956. 

Miller, W. F.; Wu, N.; and Johnson, R. L., Jr.: Con- 
venient Method of Evaluating Pulmonary Ventilatory Func- 
tion with a Single Breath Test, Anesthesiology 17:480-493 
(May) 1956. 

Mills, James T.: Hemangiomas and Their Surgical Treat- 
ment, Am. J. Surg. 92:75-80 (July) 1956. 

Moyer, J. H.: The Out-Patient Management of Hyper- 
tension, J. Louisiana M. Soc. 108:231-244 (July) 1956. 

Moyer, J. H., and Dennis, E. W.: Treatment of Hyper- 
tension; Part 4, South. M. J. 49:580-603 (June) 1956. 

Nickey, W. M., and Montgomery, P. O’B.: Eosinophilic 
Granulomatous Prostatitis, J. Urol. 75:730-733 (April) 
1956. 

Nickey, W. M., and Montgomery, P. O’B.: Lymphangioma 
of the Meninges, Am. J. Clin. Path. 26:391-393 (April) 
1956. 

Nunnally, Richard M., and Montgomery, P. O’B.: Adeno- 
carcinoma of the Appendix with Krukenberg Tumor of the 
Ovaries, Am. J. Obst. & Gynec. 72:449-454 (Aug.) 1956. 

O’Heeron, M. K.; Fish, James R.; and Boren, James S.: 
Hematuria, Postgrad. Med. 20:57-71 (July) 1956. 

Panos, T. C.: Adrenocortical Insufficiency in Infants, 
Journal-Lancet 76:157-163 (June) 1956. 

Panos, T. C.: Prednisone in the Management of Idio- 
pathic Hereditary Lymphedema (Milroy’s Disease), J.A.M.A. 
161:1475-1477 (Aug. 11) 1956. 

Pridgen, James E., and Tennison, Charles W.: Recon- 
struction of the Entire Anterior Abdominal Wall in the 
Presence of Postradiation Changes, Am. J. Surg. 92:54-56 
(July) 1956. 

Rigdon, R. H.: Trauma and Cancer, A.M.A. Arch. Path. 
61:443-449 (June) 1956. 

Rippy, Edwin L.: The Prevention and Treatment of 
Ketosis in Diabetes, J. Louisiana M. Soc. 108:185-190 
(June) 1956. 

Roberts, Roy R.: Complete Valve of the Ureter; Con- 
genital Urethral Valves, J. Urol. 76:62-65 (July) 1956. 

Rodarte, J. G., and Williams, B. H.: Treatment of 
Herpes Zoster and Chicken Pox with Immune Globulin, 
A.M.A. Arch. Dermat. 73:553-555 (June) 1956. 

Rush, Jack T.: Cardiac Arrest, Southwestern Med. 37: 
476-478 (Aug.) 1956. 

Scarborough, Lee F.: Management of Convulsive Patients 
by Group Therapy, Dis. Nerv. System 17:223 (July) 1956. 

Schoolfield, Ben L.: Bilateral Polydactylism with Multi- 
ple Syndactylism; Case Report, South. M. J. 49:716-717 
(July) 1956. 

Shields, T. L., and Walsh, E. N.: “Kissing Bug’ Bite, 
A.M.A. Arch. Dermat. 74:14-21 (July) 1956. 

Singleton, A. O., Jr., and Coleman, James L.: Residual 
Common Duct Calculi, Ann. Surg. 143:619-626 (May) 
1956. 
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Singleton, E. B., and Harrison, S. H.: Excretory Pyelog- 
raphy in Infants, Am. J. Roentgenol. 75:896-899 (May) 
1956. 

Smith, Edward T.: Five Years’ Experience with Refrig- 
erated Bone, South. M. J. 49:704-708 (July) 1956. 

Stewart, Allen T.: Obstetric and Gynecologic Problems 
in General Practice, J. Internat. Coll. Surgeons 25:759-765 
(June) 1956. 

Stirman, Jerry A.: Factors Which Influence Recovery 
from Acute Anuria, J. Urol. 76:1-8 (July) 1956. 

Stover, J. W.; Griffin, R. W.; and Ford, R. V.: The 
Effects of Chronic Pentapyrrolidinium-Induced Hypotension 
on Renal Hemodynamics and on the Excretion of Water 
and Electrolytes in Hypertension, Ann. Int. Med. 44:893- 
898 (May) 1956. 

Strassmann, E. O.: Surgical Reconstruction of a Function- 
ing Uterine Cavity in Six Patients Having Complete Atresia, 
South. M. J. 49:458-465 (May) 1956. 

Thomas, J. F.: Fournier’s Gangrene of the Penis and the 
Scrotum, J. Urol. 75:719-727 (April) 1956. 

Tocker, A. M.: The Possible Role of Iva Ciliata in Hay 
Fever Therapy, South. M. J. 49:445-452 (May) 1956. 

Vanatta, John C.; Danhof, Ivan; and McMullen, Mimi: 
Effect of Bilateral Nephrectomy on Peripheral Vascular Re- 
activity of Dogs, Am. J. Physiol. 185:167-170 (April) 1956. 

Wall, J. A., and Kelsey, J. R., Jr.: Postoperative Sta- 
phylococcic Enterocolitis After Antibiotic Therapy, Obst. & 
Gynec. 7:547-551 (May) 1956. 

White, R. J., and Wollenman, O. J.: A Case of Intestinal 
Obstruction from Spontaneous Subserosal Hemorrhage with 
Angiomatous Malformation Associated with Reduplication 
of the Jejunum, Ann. Surg. 143:720-724 (May) 1956. 

White, Raleigh R.: Prevention of Recurrent Small Bowel 
Obstruction Due to Adhesions, Ann. Surg. 143:714-719 
(May) 1956. 

Williamson, A. P.; Blattner, R. J.; and Simonsen, L.: 
Mechanism of the Teratogenic Action of Newcastle Disease 
Virus in the Chick Embryo, J. Immunol. 76:275-280 
(April) 1956. 

Wills, S. H.; Jacobs, W. M.; and Lauden, A. E.: Corti- 
sone and Tetracycline in Chronic Recurrent Pelvic Inflam- 
matory Disease, Obst. & Gynec. 7:689-693 (June) 1956. 

Wilson, Russell H., and Richburg, Paul L.: An Evalua- 
tion of the Single Breath Technique for Measuring Ana- 
tomic Respiratory Dead Space with the Nitrogen Meter, 
Am. J. M. Sc? 232-67-75 (July) 1956. 

Winkelbauer, R. G., and Kimsey, L. R.: Chorea Gravi- 
darum Treated with Chlorpromazine, Am. J. Obst. & Gynec. 
71:1353-1354 (June) 1956. 

Wise, Robert J.: A Preliminary Report on a Method of 
Planning the Mammaplasty, Plast. & Reconstruct. Surg. 17: 
367-375 (May) 1956. . 

Wynne, E. Staten, and Cott, Cora L.: Effect of Food In- 
take on Amino Acids in Human Plasma, Am. J. Clin. Nu- 
trition 4:275-278 (May-June) 1956. 


Dr. S. N. Key, Sr., Memorial Fund 


Contributions toward a memorial fund honoring the late 
Dr. S. N. Key of Austin have been received by the Texas 
Medical Association Memorial Library from the following: 

Miss Harriet Cunningham, Austin. 

Mr. and Mrs. E. Maxwell Jones, Austin. 

Dr. L. C. Heare, Port Arthur. 

Ophthalmic Research Foundation, Austin. 

Dr. Denton Kerr, Houston. 

Mr. Philip R. Overton, Austin. 

Dr. M. M. Minter, San Antonio. 

Dr. Milford O. Rouse, Dallas. 
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Library Receives Rare Book 


Dr. William M. Crawford, Fort Worth, has presented to 
the Texas Medical Association Memorial Library “The His- 
tory of Health, and the Art of Preserving It,” by Sir James 
Mackensie. It was published in Edinburgh by William 
Golden in 1759, and is a second edition. An account of 
all that had been recommended by physicians and philoso- 
phers toward the preservation of health, from the most re- 
mote antiquity to the time of publication, is included in the 
book. It also contains a review of the principal rules relat- 
ing to this subject, together with the reasons on which these 
rules are founded. 


GIFTS TO THE LIBRARY 


Grateful acknowledgment is made by the Texas Medical 
Association Memorial Library for the following recent gifts: 

Dr. R. Allwyn Cooper, Austin, 1200 journals. 

Dr. Joe Thorne Gilbert, Austin, 18 books. 

Dr. S. N. Key, Jr., Austin, 6 journals. 

Dr. R. W. Kimbro, Cleburne, 28 bound journals, 69 un- 
bound journals. 

Dr. James Kreisle, Austin, 3 books. 

Mrs. Howard Reger, Vernon, 48 books and 6 journals. 

Dr. N. L. Schiller, Austin, 41 journals, reprints. 

Dr. Troy A. Shafer, Harlingen, 473 journals. 

Mrs. Horace Soule, Austin, 1 book. 






* Books 





NEW BOOKS 


Alexander, Dan Dale: Arthritis and Common Sense, 
Hartford, Witkower Press, 1956. 

Barach, Alvan L., and Bickerman, Hylan A.: Pulmonary 
Emphysema, Baltimore, Williams and Wilkins Company, 
1956. 

Ciba Foundation Colloquia on Aging: Aging in Transient 
Tissue, vol. 2, Boston, Little, Brown, & Company, 1956. 

Ciba Foundation Colloquia on Endocrinology: Internal 
Secretions of the Pancreas, vol. 9, Boston, Little, Brown, & 
Company, 1956. 

Meschan, Isadore: Roentgen Signs in Clinical Diagnosis, 
Philadelphia, W. B. Saunders Company, 1956. 

Moursund, Walter H., Sr.: A History of Baylor Uni- 
versity College of Medicine 1900-1953, Houston, Gulf 
Printing Company, 1956. 

Pillsbury, Donald M.; Shelley, Walter B.; and Kligman, 
Albert M.: Dermatology, Philadelphia, W. B. Saunders 
Company, 1956. 

Richards, Victor: Surgery for General Practice, St. Louis, 
C. V. Mosby Company, 1956. 

Sodi-Pallares, Demetrio: New Bases of Electrocardiogra- 
phy, St. Louis, C. V. Mosby Company, 1956. 

Stopes, Marie Carmichael: Sleep, New York, Philoso- 
phical Library, 1956. 

U. S. Atomic Energy Commission: Twentieth Semiannual 
Report of the Atomic Energy Commission, July, 1956, 
Washington, Government Printing Office, 1956. 

Wintrobe, Maxwell M.: Clinical Hematology, ed. 4, 
Philadelphia, Lea & Febiger, 1956. 

Woods, Alan C.: Endogenous Uveitis, Baltimore, Wil- 
liams & Wilkins Company, 1956. 
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Biochemical Mechanisms in Inflammation 


VALY MENKIN, M. A., M. D., Head of Department 
of Experimental Pathology, Agnes Barr Chase Foun- 
dation for Cancer Research; Associate Professor of 
Experimental Pathology, Temple University School 
of Medicine, Philadelphia. ed. 2, 438 pages. $9.50. 
Springfield, Ill., Charles C Thomas, 1956. 


This book is an excellent reference on the basic pathology 
of inflammation. Some of the terms which are used may 
be strange to the average practicing pathologist or the aver- 
age clinician; however, an understanding of the terms and 
their physiologic action will help any physician in under- 
standing inflammation. 

The various chapters deal with such substances as leuko- 
taxine, leukocyte promoting factor, necrosin, pyrexin, and 
exudin. These materials were isolated from either the exu- 
date or the injured cells in the areas of inflammation. A 
knowledge of these substances immediately helps the physi- 
cian understand the formation of pus at an area of inflam- 
mation, an elevation of the white cell count in general, or, 
as the case may be, a drop in the total circulating white cell 
count. The mechanism of necrosis is explained and the 
book also deals with the factors that influence an elevation 
of the general body temperature. The process of edema in 
an area of inflammation also is explained. Experimental 
evidence is given to show the effect of these various sub- 
stances on the organism. This is a worth-while book for 
anyone who is interested in the mechanisms of inflammation. 


—L. R. Hershberger, M. D., San Angelo. 





Reactions With Drug Therapy 


HARRY L. ALEXANDER, M. D., Emeritus Professor of 
Clinical Medicine, Washington University Medical 
School, St. Louis; former editor of the Journal of 
Allergy. 300 pages. Philadelphia, W. B. Saunders 
Company, 1955. 


This book is detailed enough to cover the subject with- 
out being dry. It lists many drugs, including those in com- 
mon use and some less common ones, gives each drug’s 
known reactions, symptoms, and in many cases the treat- 
ment for those reactions. One can hardly read this book 
without being impressed by the frequency and the potential 
seriousness of these reactions. The chapter on antibiotics is 
especially impressive, and the discussion of penicillin is a 
sobering reminder that many deaths and near fatal reactions 
are occurring as a result of the indiscriminate use of this, 
probably our best antibiotic, by the busy practitioner. The 
book is well written, easily read, and contains a good index 
for easy reference. Since drug reactions are so common, this 
would make a good reference book for any busy practitioner. 


—zZ. W. Hutcheson, Jr., M. D., Andrews. 


The Cervical Syndrome 


RUTH JACKSON, B. A., M. D., F.A.C.S., Clinical 
Assistant Professor of Orthopedic Surgery, South- 
western Medical School of the University of Texas, 
Dallas; Attending Orthopedic Surgeon, Baylor Uni- 


versity Hospital. 130 pages. $4.75. Springfield, Ill., 
Charles C Thomas, 1956. 


Here is a concise, well-written monograph, amply illius- 
trated by both drawings and x-ray reproductions, that any 
practitioner—be he general or specialist—will do well to 
have. There are few more complex problems than those 
involving the neck and shoulders—problems well discussed 
in this book. Few people have spent as much time and 
effort on the problems as has Dr. Jackson. The monograph 
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is the culmination of many years of investigation and appli- 
cation which definitely classes this work as authoritative. 


Dr. Jackson uses the term “cervical syndrome” to discuss 
a group of symptoms and findings which occur as a result 
of irritation or compression of the cervical nerve roots in 
or about the intervertebral foramina before they divide into 
anterior and posterior primary rami. Her conclusion is that 
it is within or about the foramina that one must expect to 
find the irritative or compression causative factors. 

After the brief introduction, the author gives in excellent 
detail and description the anatomy of the cervical region 
which explains the particular susceptibility of this part of 
the vertebral column to injury. The role of the related sym- 
pathetic nervous system is well discussed. 


Chapter 3 includes the discussions of the various mechan- 
isms, such as subluxations and spurs, which may give rise 
to cervical nerve root irritations. The role of the cervical 
disk, with its peculiar anatomic structure in the cervical 
spine, and the difficulties and frequent failures of surgery 
in this area, are amply discussed. 

The remaining chapters of the book are on discussions 
of causative factors of mechanical derangements; diagnosis 
and differential diagnosis, with emphasis upon the value of 
local procaine injections; and the final and all important 
discussion of treatment. 

In the foreword, Dr. Albert Steindler, Iowa City, pays 
tribute to the author and her work in this field. 


—Frank B. Boyle, M. D., Port Arthur. 


Joint Ligament Relaxation Treated 
By Fibro-Osseous Proliferation 


GEORGE STUART HACKETT, M. D., F.A.C.S., Con- 
sulting Surgeon, Mercy Hospital, Canton, Obto. 97 
——_ $4.75. Springfield, Ill., Charles C Thomas, 
1956. 


The reviewer believes that every orthopedic surgeon, espe- 
cially those who have been in practice a while, should read 
this book, for it offers another possibility in the differential 
diagnosis of low back pain. 

Since reading this book I have tried the treatment recom- 
mended by the author and feel that it is very good. In se- 
lected cases, it produced excellent results. 


The book is not particularly a scientific treatise, but an 
evaluation of clinical treatments by an erstwhile physician 
who has attempted to offer something conservative for a 
certain group of patients with low back pain. 

The reviewer agrees with the author that all of us should 
know more about the treatment of ligamentous damage to 
the low back. 

This is an excellent book and more than worth the cost 
and the time required to read it. 


—Rex J. Howard, M. D., Fort Worth. 


Physicians’ Office Attendants Manual 


HENRY B. GOTTEN, M. D., Associate Professor of 
Medicine, University of Tennessee, Memphis, and 
DOouGLAS H. SPRUNT, M. D., Professor of Pathology, 
University of Tennessee, Memphis. 93 pages. $3.75. 
Springfield, Ill., Charies C Thomas, 1955. 


The University of Tennessee has offered an eleven- 
week course to high school graduates in some of the 
simpler procedures with which a physician needs as- 
sistance both in his office and laboratory. This man- 
ual is largely the out-growth of an attempt to supply 
a manual for this course. 


Keeping this purpose in mind, this book could be of 
great value when used as a guide for training medical 
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assistants. By itself, it is good material for a young girl 
trying to decide her career or for one who has decided her 
vocation but has had little or no contact with the medical 
professien. 


The first section provides a general picture of procedure 
in a doctor’s office. It points out that the secretarial work, 
aside from the necessity of learning a new vocabulary, is 
not far different from secretarial work in any other type of 
office. After giving a brief orientation of office duties, the 
book transfers its attention to the duties of the medical 
assistant in the doctor’s treatment room. It provides a basic 
introduction to technical procedures to be used in such ex- 
amination as spinal punctures, pelvic and proctoscopic ex- 
aminations, and the administering of hypodermic injections. 

Section 2, on laboratory work, covers care of equipment 
in the laboratory and gives abasic introduction to the more 
common laboratory studies which are performed in a doc- 
tor’s office and the solutions and equipment needed for 
these studies. 


—Mrs. Marion Green, Austin. 


Planning Florida’s Health Leadership: 
Medical Education in the University 


Louis J. MALOOF, Provost, J. Hillis Miller Health 
Center, University of Florida, Gaimesville, Ed. Med- 
tical Center Study Series, vol. V. 161 pages. $1.50. 
Gainesville, University of Florida Press, 1955. 


Fractures and Joint Injuries 


SIR REGINALD WATSON-JONES, F.R.C.S., F.A.C.S. 
(Hon.), M. CH. ORTH, M.B., M.R.C.S., L.R.C.P., 
ed. 4, 1073 pages. $11. Baltimore, Williams and 
Wilkins Company, 1955. 


This revision continues with the excellence of previous 
editions by Watson-Jones. Since its first publication, “Frac- 
tures and Joint Injuries” generally has been accepted as a 
standard for conservative treatment. It always has been 
valued by student and specialist alike for its concise presen- 
tation without equivocation. The methods presented have 
stood the test of time and are based on years of clinical 
evaluation. This revision in no way alters the approach of 
the previous editions. In general, the present revision has 
been done to keep pace with recent developments such as 
the endo-prosthesis for fractures of femoral neck. As always, 
a sound conservative and logical approach is presented. 


There are points of difference for the specialist, for example, 
the continued condemnation of the hanging cast as utilized 
in the United States. Contrary to Watson-Jones’ comments, 
it has proven highly successful in this country. 


There have been insufficient changes to warrant replace- 
ment of older editions of this book. It is recommended for 
those who do not already have it in their library. 


—tLeland G. Wilcox, M. D., Tyler. 


Collected Papers of the Mayo Clinic 
And Mayo Foundetion 


RICHARD M. HEWITT, M. D.; A. B. NEVLING, M. D.; 
JOHN R. MINER, Sc. D.; JAMEs R. ; is 
M. KATHARINE SMITH, B. A.; CARL M. GAMBILL, 
M.D., M. P.H.; FLORENCE SCHMIDT, B.S. E.; and 
GEORGE G. STILWELL, M. D., Eds. vol. 46. 843 
pages. $12.50. Philadelphia, W. B. Saunders Com- 
pany, 1955. 


These excellent papers are conveniently organized by sys- 
tems such as the alimentary tract, genitourinary tract, duct- 
less glands, blood and circulatory organs, dermatology, head, 
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neck and extremities, thorax, brain, spinal cord and nerves, 
radiology, physical medicine and rehabilitation, anesthesia 
and intravenous therapy, and miscellaneous. It is printed 


on a good grade of paper. 


Being interested in radiology, the reviewer naturally gave 
particular attention to this section. One is impressed by the 
analytical approach to diseases both radiologically and path- 
ologically. The correlation of the two makes of this book 
a valuable addition to any practitioner's library, for it makes 
available recent work done in practically all fields of medi- 
cine. The reviewer found the discussions of bronchiectasis, 
intralobar bronchopulmonary sequestration, patterns suggest- 
ing bronchogenic carcinoma, and smooth muscle tumors of 
the alimentary tract particularly helpful. The paper on 
roentgen-ray injuries to dentists, with its impressive illus- 
trations, is applicable not only to dentists but to others as 
well. It is the duty of every radiologist to be alert to possi- 
ble injuries his colleagues may incur even though he theo- 
retically has no responsibility for equipment in his col- 
leagues’ offices. 

The discussion of the treatment of hyperthyroidism by 
Haines is a conservative article on the management of that 
condition. It gives the full values and faults of the several 
methods, namely, surgery, antithyroid drugs, and radioactive 
iodine. The discussion of treatment and evaluation of ana- 
plastic carcinoma of the thyroid indicates a more aggressive 
attack in the future on this condition, but each and every 
case is first evaluated from a radioactive uptake, even though 
treatment by radioactive iodine in this condition is not en- 
couraging. 

In conclusion, suffice it to say that this publication is an 
excellent reference work for any practitioner. If the reader 
has a weakness for and an appreciation of the finer type of 
photographs, illustrations, and particularly those done by 
artists, then one would spend many an interesting hour with 
this book. 


—yJoe C. Rude, M. D., Austin. 






Basic Surgical Skills 


ROBERT TAUBER, M. D., F.A.C.S., Assistant Profes- 
sor of Gynecology and Obstetrics, The Graduate 
School of Medicine, University of Pennsylvania, 
Philadelphia. 75 pages. $3.75. Philadelphia, W. B. 
Saunders Company, 1955. 


This is an excellent monography primarily designed for 
the beginning student in surgical technique. It is replete 
with excellently detailed diagrams demonstrating knot tying 
and suturing. A valuable aid in developing proficient me- 
chanical technique, the training board, is described and 
diagrammed. 

This little book should be a “must” for every senior med- 
ical student and first year intern. 


—P. C. A. Singleton, M. D., Corrigan. 


%& Motion Pictures 








CANCER FILMS AVAILABLE 


Hormonal and Chemical Treatment of Cancer 


16 mm., sound, color, 52 minutes. 


The rationale of treating cancer of the breast, cancer of 
the prostate and lymphomatous disease by altering hormonal 
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balance is discussed. Objective methods of evaluating the 
effects of castration, adrenalectomy, and various steroids on 
metastatic bone disease from cancer of the breast and pros- 


_tate are described. The results of hormonal treatment in 


these and other types of tumors are presented. 


Cancer of the Central Nervous System 


16 mm., sound, color, 30 minutes. 


A complete neurologic examination is presented, with 
emphasis on ophthalmoscopic examination of the fundus. 
Laboratory procedures which may be needed to establish a 
more specific clinical appraisal or differential diagnosis also 
are presented. A consideration of metastatic disease of the 
spine and methods of treatment complete the presentation. 


Cancer of the Cervix 


16 mm., sound, color, 47 minutes. 


The participants of this symposium report on the tech- 
niques of diagnosis and analyze newer concepts of early 
diagnosis which have been developed during the past decade. 
The principles and methods of modern radiation therapy for 
treatment of cervical cancer are outlined. The panel then 
discusses the important considerations involved in radiation 
versus radical surgical therapy. 


Cancer of the Colon and Rectum 


16 mm., sound, color, 39 minutes. 


Techniques for early detection and treatment of cancer 
and polyps are described. It is pointed out that the long- 
range survival of patients depends on recognition of pre- 
cursor-to-cancer lesions, early diagnosis, prompt treatment of 
these lesions, removal of these cancers, and a definite sched- 
ule of follow-up examination. 
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Texans Honored at AMA Meeting 


Several Texans won honorable mention for their scien- 
tific exhibits at the recent meeting of the American Medical 
Association. Honorable mention in the Section on Experi- 
mental Medicine and Therapeutics went to Drs. Carroll A. 
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Handley, John H. Moyer, and R. A. Seibert, Houston, for 
their exhibit, “Action of Mercurial Diuretics and the Frac- 
tionation of Excretory Products.” In the Section on Gastro- 
enterology and Proctology, Drs. N. C. Hightower, A. C. 
Broders, Jr., R. D. Haines, A. W. Sommer, and J. F. Mc- 
Kenney, Temple, received honorable mention for their ex- 
hibit, “Chronic Ulcerative Colitis; Diagnostic and Thera- 
peutic Considerations.” 


Dr. B. Dixon Holland, Denton, will fill the unexpired 
term of Dr. Carl Peterson, Houston, on the editorial board 
of the A.M.A. Archives of Industrial Health. Dr. Jay J. 
Johns, Taylor, will succeed Dr. Ray O. Bjork, Helena, Mont., 
on the Joint Committee on Health Problems in Education. 

Texas, too, received recognition when the Board of Trus- 


tees selected Dallas as the site for the 1959 Clinical Meet- 
ing of the AMA. 






AMA Clinical Session 


The November 27-30 American Medical Association Clin- 
ical Session will be held in Seattle, and the scientific pro- 
gram will be tailored for general practitioners. The program 
will include panel discussions, individual papers, motion pic- 
tures, and closed circuit television clinics. 


There will be 45 papers dealing with such subjects as 
fluid balance, urologic problems, office psychiatry, varicose 
veins, fractures, diabetes, and heart disease. The panel dis- 
cussions will include such topics as hypertension, hemolytic 
anemia, prenatal care, problems of aging, epilepsy, low back 
pain, liver disease, and vascular disorders. There will be 
both operative and nonoperative television clinics on block 
anesthesia, treatment of burns, bleeding problems, intestinal 
obstruction, cesarean section, hand surgery, vein stripping, 
and other subjects. 


A reservation form is being published currently in the 
Journal of the American Medical Association, and reserva- 
tions may be made immediately. Plans are being made for 
entertainment of the ladies. 

Immediately following the meeting, two different air 
cruises to Hawaii will be available for physicians and their 
wives. Cruise highlights will include air fare accommoda- 
tions at first class hotels in Honolulu, sightseeing tours to 
the various islands, a yacht cruise of Pearl Harbor, a native 
“luau,” and the services of experienced travel representa- 
tives. Details may be obtained from Mr. Ralph W. Neill, 
Washington State Medical Association, 1309 Seventh Ave- 
nue, Seattle 1. 


Texas 
Medical Association 





Fee Schedule Being Determined 


A decision on September 9 by the House of Delegates 
directing participation by the Texas Medical Association in 
the dependents medical care act has put to use the medical 
fee survey conducted by the Council on Medical Economics 
in July. 

IBM tabulations of the fee survey questionnaires sent to 
all members of the Association have provided base figures 
for certain medical and surgical procedures, and the relative 
values of these to other procedures have been used to help 
determine the tentative maximum fee schedule requested by 
the Department of Defense. 


760 








The council’s proposed tentative maximum fee schedule 
is currently being distributed to the “duly appointed repre- 
sentative members of each scientific section and related spe- 
cialty group” and to other specialty groups in conformity 
with the resolution adopted by the House of Delegates. 
These designated physicians are being asked to review the 
tentative fees and either to indicate their approval or to 
substitute maximum fees which they believe are more typi- 
cal of the field they represent. 


The Council on Medical Economics anticipates many 
other uses for the results of the fee survey. Council mem- 
bers believe that the 3,863 survey questionnaires returned 
indicate an awareness by the membership of the Texas 
Medical Association of the potential utilization of this in- 
formation to benefit the medical profession in its economic 
relationships with patients, private organizations, and public 
bodies. 





New Disability Insurance 
Plan Now Available 


A more flexible disability insurance program has been 
worked out by the Board of Trustees and Council on Med- 
ical Economics with the Charles O. Finley Company and 
Lumbermens Mutual Casualty Company to provide mem- 
bers of the Texas Medical Association greater choice in the 
“true group” insurance sponsored by the Association. 

More than 2,900 members of the Association who took 
advantage of the original disability insurance plan providing 
for up to 10 years of payments for sickness are being in- 
vited when their next premium is due November 1 to 
change, if they prefer, to a less expensive plan that will 
provide payment for sickness disability benefits up to three 
years. Insurance statistics indicate that 98.6 per cent of all 
sickness disabilities terminate in death or recovery within 
two years, so that the new policy at lower premiums should 
take care of all except the unusual case. 

The new plan will be available to members of the Asso- 
ciation who have not participated under the old program, 
and it is thought that the smaller premium may be attractive 
to younger physicians who hesitated to enroll in the original 
plan. The new plan will be based on a premium rate struc- 
ture computed by age groups, another factor especially fa- 
vorable to the younger physician. 

Accident and sickness indemnity in the new plan will 
be stated in terms of monthly benefit—$200, $300, $400, 
and $600, respectively. Sickness benefits will begin on the 
eighth, thirty-first, or one hundred eighty-first day. The new 
policy will provide lifetime benefits for accidents, as is true 
under the original plan. 

Members of the Association now carrying the original 
policy calling for up to 10 years of payments for sickness 
disability may continue on that plan, paying the same pre- 
mium as before, if they choose. The new plan is designed 
to appeal to the economy minded physician and to offer 
through the Association sponsored group disability insur- 
ance program some plan practical for almost every member. 
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TRANSACTIONS 


Special Called Meeting 
House of Delegates 


Texas Medical Association 
Austin, September 9, 1956 


{The House of Delegates of the Texas Medical Associa- 
tion convened at 9:15 a. m., Sunday, September 9, 1956, 
in the Sam Thompson Room of the Texas Medical Associa- 
tion headquarters Building, Austin, Texas.} 

Dr. Hobart O. Deaton, Fort Worth, Speaker of the House: 
The House of Delegates will now be in order. Does the 
chairman of the Credentials Committee say we have a 
quorum? 

Dr. J. H. Wootters, Houston: Yes, sir; we have up to 
this moment 47 present. 

Speaker Deaton: With 47 members already registered, 


and others still coming in, the House of Delegates is now 
in session. 


MEMBERSHIP OF HOUSE OF DELEGATES 


{The membership of the House of Delegates established 
by the Reference Committee on Credentials follows. There 
were 141 persons present with 103 seats of elected delegates 
and 45 seats of ex officio members filled (1 elected dele- 
gate also was an ex officio member and 6 ex officio mem- 
bers held other ex officio memberships) .} 


Elected Delegates 


Anderson-Houston-Leon.—Harvey Bell. 

Andrews-Ector-Midland—Henrie Mast. 

Angelina——Gail Medford. 

Bastrop-Lee—Roy H. Morris. 

Baylor-Knox-Haskell.—Roy E. Wilson. 

Bee-Live Oak-McMullen.—T. B. Reagan. 

Bell.—R. R. Curtis. 

Bexar—C. E. Bosshardt, Jack B. Lee, R. A. Munslow, 
L. Bonham Jones, J. C. Parsons, Paul Gorsuch. 

Bosque.—Van D. Goodall. 

Brazoria.—Ralph E. Gray. 

Brazos-Robertson.—H. C. Guynes. 

Brown-Comanche-Mils-San Saba—S. Braswell Locker. 

Camp-Morris-Titus—D. H. Baber. 

Clay-Montague-Wise—James T. Darwin. 

Coryell.—E. E. Lowery. 

Dallas—Guy T. Denton, Jr., Ridings E. Lee, D. W. Car- 
ter, Jr., F. H. Kidd, Jr., G. M. Jones, B. E. Park, F. W. 
Horn, Murphy Bounds, Arnott DeLange, Glenn D. Carlson, 
H. A. O’Brien. 

Denton.—James H. Jones. 

Eastland - Callahan - Stephens - Shackelford-T hrockmorton.— 
P. M. Kuykendall. 

Ellis —Herbert Donnell. 

El Paso—M. D. Thomas, R. L. Deter. 

Erath-Hood-Somervell_—Vance Terrell. 

Galveston —W. T. Anderson, E. J. Lefeber. 





EDITor’s NOTE: Throughout the Transactions brackets 
indicate explanatory material not included in the verbatim 
report. 
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Gonzales.—Kay B. Urban. 

Gray - Hansford - Hemphill - Lipscomb - Roberts - Ochiltree - 
Hutchinson-Carson.—Joe R. Donaldson. 

Grayson.—George S. Rowlett. 

Harris.—Charles D. Reece, T. J. Vanzant, T. P. Kenner- 
ly, H. E. Prince, J. H. Wootters, A. E. Greer, G. W. Wal- 
dron, C. F. Jorns, Bill Robins, J. S. Oliver, W. M. Sherrill, 
E. S. Crocker. 

Harrison.—R. G. Granbery. 

Hidalgo-Starr—L. M. Southwick. 

Hill.—Dick K. Cason. 

Howard-Martin-Glasscock.—John E. Hogan. 

Jasper-Newton.—J. W. Dickerson. 

Jefferson.—L. C. Carter, E. D. Jones. 

Kerr-Kendall-Gillespie-Bandera—D. R. Knapp. 

Kimble-Mason-Menard-McCulloch—D. W. Jordan. 

Kleberg-Kenedy.—C. B. Lambeth. 

Lamb-Bailey-Hockley-Cochran.—W. C. Nowlin. 

Lampasas-Burnet-Llano.—R. L. Shepperd. 

LaSalle-Frio-Dimmit.—B. E. Pickett, Sr. 

Lavaca.—G. A. Spikes. 

Liberty-Chambers.—A. R. Shearer. 

Lubbock-Crosby.—F. C. Goodwin, Roy Riddel, Jr. 

McLennan.—E. B. Fine, H. R. Dudgeon, Jr. 

Medina-Uvalde-Maverick-Val V erde-Edwards-Real-Kinney- 
Terrell-Zavala—tT. B. Samsel. 

Navarro.—J. W. Griffin. 

Nolan-Fisher-Mitchell.—T. D. Young. 

Nueces.—L. M. Garrett, W. E. Morris. 

Palo Pinto-Parker-Y oung-Jack-Archer—E. F. Yeager. 

Pecos-Jeff Davis-Presidio-Brewster—C. E. Oswalt, Jr. 

Potter.—E. A. Rowley, William Klingensmith. 

Randall-Deaf Smith-Parmer-Castro-Oldham-Swisher. — R. 
A. Neblett. 

Rusk.—Loyd Deason.  - 

San Patricio-Aransas-Refugio.—C. A. Selby. 

Smith.—M. J. Lee, Jr. 

Tarrant.—J. F. McVeigh, Mal Rumph, E. P. Hall, Jr., 
D. O. D. Ware, R. A. Brasher. 

Taylor-Jones.—R. W. Varner. 

Tom Green-Coke-Crockett - Concho-Irion-Sterling-Sutton- 
Schleicher —C. A. Kunath. 

Travis.—S. N. Key, Jr., F. C. Lowry, B. M. Primer, Sr. 

Van Zandt.—H. A. Baker. 

Victoria-Calhoun-Goliad.—G. E. Glover, Jr. 

Washington-Burleson.—G. V. Pazdral. 

Webb-Zapata-Jim Hogg.—A. C. King. 

W harton-Jackson-Matagorda-Fort Bend.—L. B. Johnson. 

Wichita—J. D. Hall. 

Williamson. —A. J. Rice. 


Ex Officio Members 


President.—Milford O. Rouse, Dallas. 
President-Elect—Denton Kerr, Houston. 
Vice-President—Foy Moody, Corpus Christi. 
Secretary —J. M. Travis, Jacksonville. 
Treasurer—T. H. Thomason, Fort Worth. 


Speaker of the House of Delegates——H. O. Deaton, Fort 
Worth. 


Vice-Speaker of the House of Delegates.—C. P. Hard- 
wicke, Austin. 


Trustees —R. W. Kimbro, Cleburne; J. B. Copeland, San 
Antonio; Troy A. Shafer, Harlingen; Byron P. York, Houston. 

Councilors —C. E. Oswalt, Jr., Fort Stockton; R. B. G. 
Cowper, Big Spring; O. H. Chandler, Ballinger; R. F. Gos- 
sett, San Antonio; F. W. Yeager, Corpus Christi; David 
Wade, Austin; James H. Wooten, Jr., Columbus; J. T. Bill- 
ups, Houston; L. C. Heare, Port Arthur; C. E. Willingham, 
Tyler; Howard O. Smith, Marlin; Travis Smith, Abilene; 
R. M. Tenery, Waxahachie. 
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Delegates to American Medical Association —T. C. Ter- 
rell, Fort Worth; Milford O. Rouse, Dallas; J. B. Copeland, 
San Antonio; Troy A. Shafer, Harlingen; John K. Glen, 
Houston. 

Alternate Delegates to American Medical Association.— 
J. C. Terrell, Stephenville; J. W. Rainer, Odessa; George 
Turner, El Paso; John L. Otto, Galveston; Robert W. Kim- 
bro, Cleburne; L. C. Heare, Port Arthur. 


Council on Medical Jurisprudence.—G. W. Cleveland, 
Austin; J. W. Rainer, Odessa; John M. Smith, Jr., San An- 
tonio; Robert D. Moreton, Fort Worth. 

Chairman, Council on Medical Defense.—Charles L. Mc- 
Gehee, San Antonio. 

Chairman, Council on Scientific Work—May Owen, Fort 
Worth. 

Chairman, Council on Medical Economics.—Harvey Ren- 
ger, Hallettsville. 


Chairman, Council on Medical Education and Hospitals — 
Albert W. Hartman, Jr., San Antonio. 

Chairman, Council on Constitution and By-Laws.—John 
F. Thomas, Austin. 


Chairman, Committee on Public Relations —W. M. Craw- 
ford, Fort Worth. 


Speaker Deaton: As you know, this is a special called 
meeting of the House of Delegates. At such a called meet- 
ing we are to transact only such business for which the 
meeting is called. Exigencies of time and circumstances 
have brought a couple of matters to our attention, which I 
think should be handled, and I don’t believe there will be 
any objections. There are two brief resolutions to be of- 
fered, and I will call for those at this time. 


RESOLUTIONS 


Dr. Milford O. Rouse, Dallas: These are resolutions on 
the death of Dr. Felix Miller of El Paso and Dr. Sam Key 
of Austin. I will read the resolution on the death of Dr. 
Felix Miller, and Dr. G. W. Cleveland of Austin will read 
the resolution on the death of Dr. Sam Key. 


Resolution: Death of Dr. Felix P. Miller 


Dr. Felix P. Miller of El Paso, Texas, served the Texas 
Medical Association as President, 1928-1929, in addition to 
many years of varied activity before his presidency, as well 
as years of friendly counsel after his term as chief executive. 
After a long, useful life, he was called away on August 23, 
1956. Now, therefore be it 


RESOLVED: That the House of Delegates of the Texas 
Medical Association express its deep appreciation of Dr. 
Miller’s life and work; that a copy of this resolution be put 
in the minutes of this session; and that a copy be sent to 
the family of Dr. Miller. 


Resolution: Death of Dr. Sam N. Key, Sr. 


Dr. Sam N. Key, Sr., of Austin was an outstanding ex- 
ample of devoted, unselfish, diligent service to the cause of 
Medicine in Texas. His special interest and hours of labor 
in the planning and construction of the Texas Medical Asso- 
ciation Memorial Library will forever be a monument to 
his memory. Dr. Key was called from the walks of men 
September 1, 1956. Now, therefore be it 

RESOLVED: That the House of Delegates of the Texas 
Medical Association express its deep appreciation of Dr. 
Key’s life and work; that a copy of this resolution be put 
in the minutes of this session; and that a copy be sent to 
the family of Dr. Key. 
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{Thereupon a motion to adopt these resolutions was made 
and seconded, and the same was duly carried.} 

Speaker Deaton: I will ask that the members of the 
House of Delegates stand for a moment in silent tribute to 
these gentlemen. 


The Chair now wishes to recognize the President of the 
Texas Medical Association, Dr. Milford O. Rouse. 


PRESIDENT’S REMARKS 


Dr. Rouse, Dallas: Mr. Speaker and fellow members of 
the House of Delegates, I ‘will make a very brief statement 
as to why you are here in special session today. 

The recent Congress passed a law which makes possible 
the medical care of dependents of military personnel under 
certain arrangements, the details of which I will not go into 
now. That will be explained to you later. 

There was held in Chicago on July 28-29 a conference 
between the different medical associations of the country 
and representatives of the Defense Department, who dis- 
cussed the possible implementation of this new law. Paren- 
thetically, the American Medical Association did not pro- 
pose the law and did not oppose it. It took no official.stand 
at first because the members felt that it was the prerogative 
of Congress to decide what medical care, if any, was due the 
dependents of military personnel. 

Since the act became a law, of course the American Med- 
ical Association has been trying to do what is the proper 
thing to do in implementing it. For this conference in 
Chicago, the President asked Dr. Harvey Renger of Hal- 
lettsville, chairman of the Council on Medical Economics, 
and Dr. Everett C. Fox of Dallas to go and represent the 
Texas Medical Association, which they did. Later, inci- 
dentally, Dr. Fox was kind enough to take his time to at- 
tend another conference in Denver on August 25-26, at 
which representatives of the western states met to discuss 
this same problem. 

Now, Mr. Speaker, inasmuch as Dr. Fox, although well 
known to all of us, is technically not a member of the House 
of Delegates, right now I would like to request the consent 
of the House for him to give a report on his trips at the 
proper time; therefore, I move that we extend the privilege 
of the floor to Dr. Fox at the proper time to report on this 
meeting. 

{Thereupon said motion was seconded and the same was 
carried unanimously.] 


At Chicago these decisions were reached: Any possible 
arrangements with the Defense Department were not prac- 
tical at a national level, and therefore the matter was re- 
ferred to the different state medical associations for them 
to settle it there or to pass it on down to county levels as 
they saw fit. So there were these things that were proposed 
that were to be settled in Texas: 


1. Does Texas as an Association wish to participate in 
the proposed plan for medical care of dependents of mili- 
tary personnel? 


2. If so, what fiscal agent to handle payments would the 
Texas Medical Association select? 


3. If Texas wishes to participate as a state organization, 
then a representative schedule of professional charges to be 
in keeping with the charges prevailing in the communities 
of our state should be prepared. 

Your Board of Trustees did not feel that it was wise for 
the Trustees to attempt to make the decision. The Executive 
Council could have made it today, and yet the Executive 
Council’s action would be subject to review by this House 
next April. Your President counseled with those carrying 
the responsibility, and it was felt best that a thing with as 
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many implications as this should be decided by the full 
House in special session; hence you are called today. 

There are many aspects, of course, of public opinion, and 
yet this House has always shown the ability to get down and 
do the right thing first, and the wise thing along with the 
right thing; therefore, this brief statement is made as to 
why we are here today in a sincere effort for you to take 
the responsibility and make the decision. Thank you, Mr. 
Speaker. 

Speaker Deaton: Before I call for a report from Dr. Fox, 
I want to say that I notice that we have quite a few visitors 
in the House today. You are especially. welcome to observe 
and listen and to stay as long as you like. We are glad to 
have you. I am ready now to call on Dr. Rouse’s commit- 
tee for a report. 


REPORT ON DEPENDENTS’ 
MEDICAL CARE ACT 


Dr. Everett C. Fox, Dallas: Mr. Speaker and members 
of the House, there is considerable detail involved and I 
will not try to present all of the facets of this program; but 
I want to discuss as many of them as possible, and then later 
possibly there will be questions and answers. 

I think to start with, because there was some confusion, 
even after the meeting and discussion last year, that we 
might réiterate briefly the facts that are involved in partici- 
pation in Public Law 569. I think all of us should remem- 
ber the little cross sign that we see on certain highway 
markers saying, “Stop, Look, and Listen.” Well, that regis- 
ters with us. 

There are many details in this plan, but basically you 
should keep in mind clearly that this involves mainly wives 
and children. As far as you are concerned as civilian physi- 
cians dealing with dependents, you will be dealing with 
wives and children and in a large measure it will be hos- 
pitalized cases. There are exceptions which we will men- 
tion later. 


Now, there are many other facets of the bill. Briefly we 
should mention that all military personnel can be treated 
in any of the military hospitals. They are not required to 
go to the army for army or to the navy for navy; they can 
go to any of those hospitals wherever they may be stationed, 
whichever is nearest. 


The retired personnel and their dependents have both in- 
patient and outpatient care in military facilities. It does not 
involve civilian care, so that the whole medical care has been 
broadened by this act to all service personnel. This does 
not involve you with people in uniform, except as you have 
been involved in the past with accidents and such, which 
are not part of this bill. Inpatients in these hospitals still 
can have civilian consultants for military persennel or for 
dependents of military personnel, so civilians are involved 
there but not directly under this act. 


Military hospitals may refer dependents that we are in- 
volved with to civilian facilities if their hospital or their 
dispensary does not have adequate facilities; and many of 
them do not; many of them are overloaded. It is the pre- 
rogative under the Secretary of Defense to have the com- 
manding officer of that hospital notify the hospital in the 
area and the medical societies in the area and say that these 
patients must be referred in that area for civilian care. In 
other areas the commanding officer will have the preroga- 
tive of saying that within 25 miles—we will say 25 miles 
because that is the figure that has been discussed—of a mili- 
tary facility that has adequate medical facilities, say if they 
have 100 beds in obstetrics, the dependents of people who 
are assigned to that station may be required to have their 
medical care in those military hospitals. 
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In that same area if the sponsor’s uniformed member is 
away some place else and his wife lives in that community, 
she can by her own choice select a civilian physician and 
does not come under the directive or prerogative of that 


local commanding officer. 


The military care for dependents, that is, spouses and 
children, takes care of acute medical conditions, surgical 
conditions, cases in a hospital, complete obstetrical care 
which can be carried out in the office and home and hos- 
pital; it provides for hospitalization of these dependents up 
to 365 days and may under application be extended if 
necessary. They have a stipulation that admission shall be 
for at least as long as 18 hours. Again there are provisions 
for doing some surgery on a patient, which we could con- 
sider an outpatient virtually in an ordinary hospital, and 
he does not have to stay the 18 hours. 

A patient under hospitalization has to pay either $25 or 
$1.75 per day. Now, in the military hospitals they also 
pay that $1.75 subsistence, but in civilian hospitals they 
pay either $25 or $1.75 per day, whichever is greater, and 
these are semiprivate accommodations. If there are only 
private rooms available, then another set of figures prevails; 
the government pays either the $25 or the $1.75, or 25 per 
cent of the private room rate, whichever of those three is 
the largest. 


We don’t have to deal with those. Those are for the 
hospitals, and the hospital administrators understand them, 
and they will deal with them satisfactorily. 

Services of physicians and surgeons—and this is impor- 
tant—prior to and following hospitalization for a bodily 
injury or surgical operation may be included in your fee. 
In other words, what they intend for you to understand if 
you have a surgical problem is that they will pay for your 
office visits of the patient, their work-up, their hospitaliza- 
tion, and a postoperative follow-up; and your fee will in- 
clude all of those things. The same thing is involved in 
bodily injuries and in medical situations. If you have done 
some laboratory work and some x-rays in your office or in 
your clinic, and the patient is hospitalized for a necessary 
period of hospitalization, your fee can and will include your 
laboratory work and your x-ray work, and if it was not done 
by you, but it was sent to some other physician, you can 
certify its necessity; but such work done in the office must 
be incident to or a part of the period of hospitalization. 
Diagnostic tests and procedures and laboratory work and 
x-rays are all incident to hospitalization. 


The payment of physicians’ and surgeons’ fees will be on 
the basis of a fee schedule which shall be fair and equita- 
ble, usual and customary. They have emphasized that these 
are not charity patients, that they are not low income people 
in the sense of our service plans, such as Blue Cross and 
Blue Shield. The Defense Department certainly does not 
desire to be held up, and I don’t think they intend to be 
held up. They do expect physicians who participate in this 
program to be paid their usual and customary, reasonable 
fee, and you will not be tied down on your fee schedule 
for a dollar and cent evaluation of services. You can pre- 
pare and furnish either a minimum and maximum fee 
schedule or an average, or they have actually asked in the 
nomenclature list for a maximum fee schedule. Now, that 
may be changed somewhat, but still the entire idea is for 
doctors in their honesty and integrity, which they have al- 
ways displayed in general, to charge their usual and cus- 
tomary fee for these services. They will include necessary 
consultations for treatment of medical and surgical condi- 
tions during hospitalization. 

Bodily injury or surgical fees will include, as we have 
already said, the pre- and post-hospitalization. If a physi- 
cian sees a patient in his office or in his home and sends 
him to the hospital and he is transferred for surgical care 
to some other physician, he can collect for one visit. Many 
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times in the past that has not been possible. I am certain 
that there will be a list of injuries for which surgical pro- 
cedures can be done in the office. They are presently not 
available; but basically now they include injuries in the sense 
that they specifically state dislocations, fractures, and lacera- 
tions requiring sutures that the doctor can do in his office 
and collect for; but for all of those things the patient has 
to pay the first $15. So if you saw a patient for one of 
those and your fee is less than $15, he pays it all; if it is 
more than $15, you collect $15 from the patient and the 
rest of it can be billed and paid by the Defense Department. 

Not authorized is outpatient care in a general sense in 
which we use that term. Nor are chronic diseases, although 
acute exacerbations of chronic diseases, diabetes, and many 
other situations—and it has a broad interpretation—can be 
included. 

Also, not authorized is elective surgery, and they do not 
use elective surgery as we use it in the sense that we can 
do it at some selective time. Their idea of elective surgery 
is surgery that is sometimes desired by the patient but is 
not medically necessary; that is, it is not injurious to their 
health not to have it, such as straightening of the nose, 
cosmetic surgery, and various things of that sort. They call 
it elective surgery, and that is not covered in the bill. 

Always people become interested in what sort of forms 
we have to use, and I think it is worth-while briefly to 
show you the forms. There is material on the front and 
back with a full list of pertinent facts of explanation. Sec- 
tion 1 is the identification of the patient. It is much like 
that which you have on the top of your history records—a 
little more information, but your secretary can certainly fill 
it out. Number 2 identifies the military sponsor, with his 
name and rank, his station, and what branch of the service 
he is in. Then number 3 is a certification of the dependent 
in which he states that he is eligible for care and he is 
warned here of fraudulent and false statements, and he has 
to sign that. That can all be done before you see the patient. 

Then section 4 is diagnosis, medical service furnished, 
and charges. You put down the diagnosis, the medical serv- 
ices which you performed, and what your charges are, and 
then the total at the bottom. It is still relatively simple. 


Section 5 is for the hospitals only, and in a large degree 
it is a computation of this $25, or $1.75, or the 25 per cent 
if they are in a private room. The hospital works that out, 
and it shows what they have collected and what the bal- 
ance is. 


And then part 6 is certification by the physician: “I cer- 
tify that the charges for the services rendered are complete, 
correct and just, and that payment, except as noted, has not 
been received; and I further certify as shown that this serv- 
ice was required for the patient's care.” So that is the first 
time that the doctor has had to sign his name. 


The final thing is that the patient or patient’s agent must 
certify, “I cerify that the services set forth in Part 4 have 
been provided.” 


So that is the form, and it is not too difficult to fill out. 
It is not any more complicated than the insurance forms 
which you work with every day. 

We have already mentioned under hospital care that nor- 
mal admissions must be up to 18 hours, they may go for 
365 days, and they may be extended; that the patient pays 
the first $25, which actually represents a $25 deductible as 
we think of in our insurance policies, or if they are in more 
than 1314 days, I think it will figure out, then they pay 
$1.75 per day, but either way they pay whichever is the 
larger; and that if they have private accommodations, they 
have a third factor entering, either pay $25 if they were in 
only one or two days say, or $1.75 per day, or 25 per cent 
of the total private room charge. 

Nursing care is provided under this act if the physician 
certifies that nursing care is required. The patient is re- 
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quired to pay the first $100 for nursing care, which would 
approximate three days of around the clock nursing. After 
that $100, the Defense Department will pay 75 per cent of 
the nursing bill, and conceivably it could go also for 365 
days if the physician certifies that it is necessary. 

The payments for medical care are made under this ar- 
rangement directly to the doctor rendering the service. There 
are some arrangements whereby fees may be paid to two— 
because of military necessity, travel, and so forth—or the 
doctor may have consultants, and the consultants’ fees will 
be paid separately. 

The fee schedules which are developed, and they are asked 
to be on a statewide basis, are basically the maximum 
charges, although they want as much factual information 
as possible. The fee schedule in the nomenclature list repre- 
sents 115 pages. There are several hundred items, 200 of 
which are marked for special consideration, since they think 
those 200 items will provide about 90 per cent of the med- 
ical care. I think there is about a fourth of a page on 
medical things, and the rest is all surgical, or diagnostic 
x-ray or therapeutic x-ray, and what not; but it is a large 
list. Now, as I have said, they ask that you develop these 
fee schedules on a statewide basis and that your State Med- 
ical Association negotiate the contract with the Defense De- 
partment. They can either approve or reject your fee sched- 
ule and bring it in line with other fee schedules in other 
states, but you have the right to negotiate one that is agree- 
able to you. 

These schedules are subject to revision and adjustment 
annually. They have provisions for arbitration committees 
to review these fee schedules. With the information which 
the Texas Medical Association has now from the studies of 
the fee schedule by the Council on Medical Economics, 
along with other materials that are available—a manual for 
Blue Cross and Blue Shield service plans—the schedule, 
which is largely surgical, can be made up. Or they can take 
that schedule of several hundred items, which is from all 
over the state—4,700 of you saw fit to return answers with- 
in a thirty day period; a very commendable response—and 
with the studies from the relative value schedule from Cali- 
fornia, which is now being used by most of the voluntary 
health insurance plans and insurance companies, turn up a 
very accurate and very satisfactory fee schedule that would 
work for the entire state at the present time. If they had 
consultations with the chairmen or secretaries of the various 
sections of the scientific groups in the State Association, or 
the various special and practitioner groups in the state for 
verification and study, they could within a 30 day period 
have a fee schedule that would work very satisfactorily. 

I think you might prognosticate to say that in the future 
we will have fee schedules similar to those of Ohio, Michi- 
gan, or California, or here is one from Erie County, State of 
New York, “Compilation of the usual and customary fees 
charged for medical and surgical services in the County of 
Erie, State of New York, prepared by the Committee on 
Medical Economics, approved by the Medical Society, Feb- 
ruary 28, 1956.” And one paragraph I would like to read: 
“While this compilation is intended primarily for the use 
of physicians, it may be used to inform lay persons desiring 
to know the customary fees for specific medical and surgical 
services.” 

There are many things of that sort available for your 
Council on Medical Economics to use in working out this 
sort of procedure. 

I intended to say, first, that the bill itself involves only 
five pages. It is specifically the law. The present directive, 
which is now in revision 7, and number 8 is expected short- 
ly, is 35 pages, and directs how these things can be carried 
out, and it is spelled out in considerable detail. Dr. Renger 
and I have laboriously gone over each of those and have 
ended up with numbers 4, 5, and 6 spread out on the table, 
reading 7 and trying to pick up the changes to see if they 
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incorporated all the changes. I will say that each one of 
them has been a great improvement over the other. 
Throughout these entire conferences we have been impressed 
with the integrity and with the desire of the Defense De- 
partment to provide these people with good medical care 
and to provide it in a manner from civilian sources that 
doctors will be happy to work with and under a fee schedule 
basis that you can live with, because it is your usual and 
customary fees. 

Nobody has asked me for recommendations, but this 
committee I think has that prerogative. This is an indi- 
vidual statement, and I think the procedure that faces you 
gentlemen this morning is one of several acts. In the first 
place, you must decide if you intend to participate. If you 
do intend to participate, you must develop a fiscal agent. 
Now, there are some confusing terms. There is a contract- 
ing agent, which will be, if you participate, the Texas 
Medical Association; and then you will name a fiscal agent 
or an administrative agent who carries it out. There are 
many requirements for this administrative agent. They 
must have had experience in this field; they must have a 
staff; they must have equipment, which includes IBM ma- 
chinery to punch cards for statistical information. And it 
has been estimated that it will take between $60,000 and 
$150,000 to set up such an office if you don’t have one. 

There is one agency—and again this is a personal state- 
ment—within the State of Texas at the present time. I 
spoke to the fiscal agent of the Secretary of the Army’s 
office. They were asking the various states what facilities 
they had. My answer was this: that we have an agency in 
the state that has a four story office building, 416 em- 
ployees, a million and better subscribers, complete actuarial, 
accounting, and statistical departments; which is accustomed 
to work with doctors and accustomed to carry out educa- 
tional efforts; and which has a million subscribers and five 
million dollars in reserve to handle this, so they do not 
have to be financed. That is Blue Shield in Texas. I would 
like to add to that I know of no other group that works 
as closely with doctors, that processes as many medical 
claims—possibly as many as all other agents combined in 
the State of Texas. And you have 9 doctor-members on 
their Board of Directors, which you would have in no other 
agency that might be considered. 

After you have developed your fiscal agent or administra- 
tive agent, then you are requested to prepare the fee sched- 
ule—a fair and equitable or a maximum workable fee sched- 
ule, which conceivably would be done by your Council on 
Medical Economics with consultation as necessary. 

Then you get down to the point of negotiating a con- 
tract. Originally this was set up that there would be an 
administrative agent in the state and maybe a national ad- 
ministrative agent. This has been changed. You are still 
required to have your state administrative agent, but now 
there will not be a national administrative agency in the 
sense of Blue Cross or Blue Shield at the national level, or 
a commercial insurance company at the national level. But 
since this will be handled through the Defense Department, 
when you have your fee schedule and when you are ready 
to negotiate, you notify Dr. Lull at the AMA office. This 
is new to them, and there are some legal requirements, 
which Mr. Overton is checking into very carefully along 
with the people of the AMA, with the Defense Department 
and the Justice Department, which have to be settled so 
you can do these things, and they understand all those prob- 
lems and they will be worked out. But once you are ready 
to negotiate, you notify the AMA office. They want to set 
up a pilot contract first, because this is new to the Defense 
Department and it has never been done before. 

In the first place, doctors have never been invited to 
negotiate a contract and develop their own fee schedules. 
In the past, bills in Congress have always told you what 
you could and what you couldn’t do. Here you have an op- 
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portunity to participate, and if you don’t want to participate 

—if you don’t want to dance, you don’t have to dance. 
Now, the army apparently is going to negotiate the first 

contract in Pennsylvania, and they are going to have people 


_from Blue Cross and Blue Shield, from commercial insur- 


ance companies, from AMA, and from the state medical 
associations that have negotiated contracts in the past; and 
they are going to sit down and try to work out a satisfac- 
tory pilot contract and then negotiate it with one state. 
They want to do that with two or three states, and then 
they will call in the surgeons from the army areas and the 
task force groups and bring them in to Washington and 
give them an intense course in the developing and negoti- 
ating of contracts. At that time then they would contact 
the Texas Medical Association from San Antonio or the 
Fourth Army and say, “We are ready to sit down with your 
board of directors and your officers and trustees and ad- 
visers and consultants and negotiate a contract.” 


Those are the basic things that are involved in this. And 
remember that the Texas Medical Association is the con- 
tracting agent. You must negotiate these contracts, and then 
for your fiscal or disbursing or administrative agent, you 
must name somebody, and then whoever you name has to 
be approved by the Department of Defense that they are 
capable, that they have the experience, that they have the 
machinery, and that they have the staff that they can carry 
out such a process. They must have all the necessary 
facilities. 

Then finally, I would like to say to you that as of 8 
o'clock last night 36 states had already approved this plan. 
Of the 36, only 4 have not designated Blue Shield for 
doctors; and it is conceivable, and I think very likely, that 
all of the states will select Blue Cross to handle the hospital 
problem, which does not concern us as physicians; but 36 
states have now approved this plan and only 4 have elected 
to use other means than Blue Shield as the administrative 
or fiscal agent to carry it out in those 36 states. One of 
those that I am familiar with is Arkansas. They expected to 
set it up in their state medical headquarters. They thought 
they might have to employ one or two employees to handle 
this, but when they found out that the rental on the IBM 
equipment would run between $60,000 and $100,000 a 
year, they began to get shaky, and I have an idea that they 
will change their. minds. 

Now, Mr. Speaker, this has been rapid and I have proba- 
bly missed some points, and I will be happy to answer any 
questions later with your permission. 

Speaker Deaton: Thank you, Dr. Fox. Dr. Renger, do 
you have something to say? 


RECOMMENDATIONS OF ~° 
COUNCIL ON MEDICAL ECONOMICS 


Dr. Harvey Renger, Hallettsville: Dr. Deaton and mem- 
bers of the House of Delegates, I would like to read the 
recommendations in the report of the Council on Medical 
Economics in reference to Public Law 569, the medical de- 
pendents’ act, passed by the Eighty-Fourth Congress: 

“The Council on Medical Economics recommends that 
the Texas Medical Association participate in the develop- 
ment of this Public Law 569. 

“It also recommends that Blue Shield be requested to be 
the administrative agency. 

“It is also recommended by the Council on Medical Eco- 
nomics that the fee schedule not be set up on a statewide 
basis, but on a councilor district basis. 

“We further recommend that information obtained in the 
recent survey conducted by the Council on Medical Eco- 
nomics be used in this endeavor.” 
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This is respectfully submitted by the Council on Medical 
Economics. If I may, Dr. Deaton, I would like to elaborate 
on a few of these points. 


Speaker Deaton: Go ahead, Dr. Renger. 


Dr. Renger: The reason behind our thinking that we 
should participate, after studying this problem for the last 
month or two, is that we feel that in participating on a 
statewide basis we would avoid a condition existing now in 
the Veterans Administration’s medical program. 


Some of you who have been in the House of Delegates 
for a number of years realize that the opportunity was pre- 
sented to the House of Delegates to handle the VA pro- 
gram on a statewide basis, and it was turned down. Conse- 
quently, it has been supervised by each county society group 
affected by a VA hospital in the county. The members of 
the Council on Medical Economics felt that this was in a 
way an injustice to the counties that are not represented in 
the work of the VA. In other words, they have no say 
whatsoever, because usually the metropolitan communities 
or counties are those that have set the precedent as far as 
the VA program is concerned. So we decided that to elimi- 
nate this, it would be best to go on a statewide basis and 
concentrate our efforts so that everybody would know exact- 
ly what is transpiring. 

As Dr. Fox has mentioned to you, the first drafts that 
came out in regard to this Public Law 569 were very dif- 
ficult pills to swallow. But with the cooperation of the task 
force assigned to this problem and with the continual con- 
ferences that we have had, we who have been working on 
this program can say that the present draft form of number 
7 is certainly more in the line of the medical way of think- 
ing than the original draft that was set up; and the objec- 
tions that we have voiced, and the objections that we have 
set forth, are being incorporated in each one of these drafts. 
Number 8 draft is now coming out, and this will probably 
be the final draft. It will be a definite improvement over 
draft number 7, I can assure you, as far as the medical way 
of thinking is concerned. 


Now, I know that all of us as a group have our views 
as far as politics is concerned. I am sure that there is not 
a one in the group that voted for Roosevelt or Truman. I 
am sure that all of us have been Dixiecrats and Democrats 
and Republicans. I am sure that we have not asked any- 
thing from the government. We have a public law here 
that is in existence. We missed the boat. We have to get 
in with the program in order to assert our way of thinking. 
It is passed; it is the law. It is not an insurance program. 
We have done our level best, as far as this public law is 
concerned, to bring it in line with the insurance programs 
on an indemnity basis; but we have to follow the dictates 
of the Eighty-Fourth Congress. We have improved it, and 
I feel that by constant negotiating from year to year we 
will be in position to continue to improve the bill. 

The reason that we recommend that the fee schedules be 
set up on a councilor district basis instead of a state basis 
is that with the recent survey that we have compiled and 
with the IBM reports that have come in to us within the 
last three or four days, it appears that we can set it up on 
a more equitable basis by following it out on a councilor 
district basis. The majority of our group also feels that 
these schedules need not be published. They can be nego- 
tiated upon and used in question of dispute. 

Consequently, we feel that we could keep that within the 
organization as we care to do or as we vote upon, and yet 
we will have a fee schedule that will meet the task force 
requirements; and as I said before, I am sure that they will 
not be used unless there is a very marked discrepancy in 
the charges, and then, of course, they would have to refer 
back to the schedules. Thank you very much. 


Speaker Deaton: I will recognize Dr. Ridings Lee. 
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Dr. Ridings E. Lee, Dallas: I would like to present a 
resolution before the House. 

Speaker Deaton: You want to present a resolution in the 
form so that it can be voted upon later? 

Dr. Lee: Yes, sir. 

Speaker Deaton: Dr. Lee, you have the floor. 


RESOLUTION: PARTICIPATION 
IN DEPENDENTS’ MEDICAL CARE ACT 


Dr. Lee: In order to place before the House the prob- 
lems that have to be decided, this resolution has been 
formed in keeping with the recommendation of the Council 
on Medical Economics: 


Whereas, the Eighty-Fourth Congress has passed a law 
providing medical service for dependents of military per- 
sonnel, with provisions that make possible participation by 
individual physicians and medical associations; and 

Whereas, representative members of the Texas Medical 
Association have studied the provisions of this law with an 
AMA committee for liaison with the Department of De- 
fense and a task force appointed by the Department of 
Defense; and 

Whereas, the Council on Medical Economics has studied 
this law and made pertinent recommendations to the House 
of Delegates of the Texas Medical Association; and 

Whereas, any contract entered into by the Texas Medical 
Association will be submitted to the Defense Department 
and certified by the Anti-Trust Department before it be- 
comes effective; therefore be it 

RESOLVED: 

1. That the Texas Medical Association agree to partici- 
pation in the dependents’ medical care act; 

2. That the Texas Medical Association request Blue 
Shield to administer the program; 

3. That the Board of Trustees of the Texas Medical As- 
sociation be appointed as the negotiating agent for the 
Texas Medical Association; and 

4. That the Council on Medical Economics be desig- 
nated to prepare a schedule of fees for medical and surgical 
services and that in preparing this fee schedule the Council 
shall consult with duly appointed representative members 
of each scientific section in the preparation of fees pertinent 
to each section. 


Mr. Speaker, I move the adoption of this resolution. 

Speaker Deaton: As you know, the usual procedure in 
our House of Delegates is to refer these matters to a com- 
mittee. Time and the circumstances will not permit the 
usual procedure. In order that we may discuss this fully 
and frankly, the Chair will now entertain a motion that the 
House resolve itself into a committee of the whole to dis- 
cuss and consider these recommendations. 

Dr. Ridings E. Lee, Dallas: I make the motion that we 
go into a committee of the whole. [Thereupon said motion 
was seconded and the same was duly carried. Proceedings 
of the House acting as a committee of the whole are not 
reported as a part of the Transactions of the House of Dele- 
gates. After thorough discussion, the resolution, with an 
introductory addition by Dr. Denton Kerr of Houston and 
other changes in phrasing, was finally adopted by the com- 
mittee as follows: 


Whereas, the members of the Texas Medical Association 
have always opposed, and still oppose, nationalized or state 
medicine; and 

Whereas, it is our belief that the members of the mili- 
tary services should be given sufficient stipends to enable 
them to pay for the medical care of their dependents, in 
line with our free enterprise system; but 
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Whereas, the Eighty-Fourth Congress has passed a law 
providing medical service for dependents of military per- 
sonnel with provisions that make possible participation by 
individual physicians and medical associations; and 

Whereas, representative members of the Texas Medical 
Association have studied the provisions of this law with an 
American Medical Association committee for liaison with 
the Department of Defense and a task force appointed by 
the Department of Defense; and 

Whereas, the Council on Medical Economics has studied 
this law and made pertinent recommendations to the House 
of Delegates of the Texas Medical Association; and 

Whereas, any contract entered into by the Texas Medical 
Association will be submitted to the Defense Department 
and certified by the Anti-Trust Department before it be- 
comes effective; therefore be it 

RESOLVED: 

1. That the Texas Medical Association agree to partici- 
pation in the dependent medical care act; 

2. That the Texas Medical Association request Blue 
Shield of Texas to administer the program; 

3. That the Board of Trustees of the Texas Medical Asso- 
ciation be appointed as the negotiating agent to make a 
one year contract for the Texas Medical Association; 

4, That the Council on Medical Economics be designated 
to prepare a schedule of fees for medical and surgical serv- 
ices and that in preparing this fee schedule the Council 
shall consult with duly appointed representative members 
of each scientific section and related specialty group in the 
preparation of fees pertinent to each specialty. 


Thereupon a motion that the committee rise and report 
to the House of Delegates was made and seconded and 


duly carried. After a brief recess the House continued its 
meeting.} 


Speaker Deaton: I now declare the House of Delegates 
is again in session. You have heard the recommendation of 
the committee. It recommends the adoption of Dr. Kerr's 
resolution added to Dr. Lee’s resolution. 

Dr. James H. Wooten, Jr., Columbus: I think this is a 
matter of great importance, and I personally want my vote, 
and I hope that you are interested enough—you showed 
that you were interested enough or you would not be here 
today—to record your vote and let it be printed in the 
Journal so that posterity will know what you thought about 
the past practice of medicine and what you are going into. 
Mr. Chairman, I make a motion that we have a roll call 
vote. 

Speaker Deaton: We haven't got to the voting yet. Dr. 
Deter. 

Dr. R. L. Deter, El Paso: I don’t think this is the place 
to record your vote. I think the time to record your vote 
is in November. This is a public law, and you can record 
your vote until you are blue in the face. The time to do it 
is to get the people to the polls and express your opinions 
to them and elect a congressman or a senator or a President 
or somebody who will do something about it. But if you 
can’t do it, then it won’t make any difference how you 
vote here. 

Speaker Deaton: Dr. Glen. 

Dr. John K. Glen, Houston: I think Dr. Wooten is cor- 
rect, and I would like to remind our representative of the 
Association from El Paso that he himself will probably be 
up for election sometime, and his constituents would like 
to know what his attitude has been here, and it is for that 
purpose that his vote might be recorded in the Journal. 
That is what this motion is for, and I second it. 

Dr. Deter: Mr. Chairman, my constituents knew how 
I was going to vote before I ever left El Paso. 

Speaker Deaton: Is there any other discussion by mem- 
bers of the House? 
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Dr. F. C. Lowry, Austin: It is my responsibility to re- 
port the action of my county. We had a called meeting 
about ten days ago in which we had a long discussion on 


. this problem. When it came to a vote our society [Travis 


County} was unalterably opposed to participation in this 
bill. 

Speaker Deaton: Thank you, doctor, for that information. 
Anyone else wish to speak? Are you ready for the ques- 
tion? A roll call vote has been asked for. It has been 
moved by Dr. Wooten and seconded by Dr. Glen that we 
have a roll call vote. [Thereupon the motion as made and 
seconded was lost.} 

Speaker Deaton: The roll call vote fails. 

Dr. T. J. Vanzant, Houston: A point of order. Isn’t it 
a provision of this House that if a member calls for a vote, 
his request does not have to be voted upon? May not one 
member of the House of Delegates call for a roll call vote 
and make it mandatory? 

Speaker Deaton: Doctor, the Speaker can do that. He 
may allow the roll call vote to be used any time, but not 
as a weapon for dilatory tactics. 

Dr. Wooten: Mr. Speaker, I didn’t rise to make that 
motion for dilatory purposes. I now appeal to the Speaker 
for a roll call vote. 

Speaker Deaton: If Dr. Wooten wishes to record his 
vote, he can do it on a slip of paper and hand it to the 
secretary. It is obvious that the House does not want a roll 
call vote, and I will go with that. We will now vote on 
the resolution. 


{Thereupon the revision proposed by Dr. Denton Kerr 
was read as added to Dr. Ridings Lee’s resolution, and the 
motion to adopt the amended resolution as seconded was 
duly carried.] 

Speaker Deaton: The motion is carried. I wish to thank 
all of you very much for your patience. I have tried to be 
patient myself. I speak a little quick, but I haven’t been 
mad. I have enjoyed this, and I think we have brought 
out a lot of things, some of them worth serious thought. 
Now, that finishes up the business that was called for in 
the special meeting. Dr. Rouse, I think, has a remark to 
make. 

Dr. Milford O. Rouse, Dallas: I will ask the Board of 
Trustees and the Council on Medical Economics to give us 
a progress report at the annual session next spring on 
assignments given to them today by the House of Dele- 
gates, with further review then as indicated. 

I also want to express my sincere personal thanks to each 
member for answering the call to come. I know many of 
you came from long distances at your expense to this meet- 
ing. In five minutes after adjournment of this, the Execu- 
tive Council will go into session. Every doctor is welcome 
to stay, whether he is a member or not. 

Speaker Deaton: A motion to adjourn is in order. 


{Thereupon a motion to adjourn was made and seconded 
and duly carried, and the meeting was adjourned at 11:30 
a. m.]} 

{EDITOR’s NOTE: Several delegates left with the Execu- 
tive Secretary a written note of their ballot against the 
combined resolution, and their wishes are recorded with the 
official transcript of proceedings in the Association office. 
Such names are not printed here because a general invita- 
tion for such recording was not announced by the Speaker.] 


ANNUAL REPORT OF COUNCIL 
ON INDUSTRIAL HEALTH 


The report of the Council on Industrial Health to the 
House of Delegates at the 1956 annual session inadvertent- 
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ly was omitted from the printed transactions in the June, 
1956, issue of the Texas State Journal of Medicine. 


The following report was offered to the House on Satur- 
day evening, April 21, as a part of the printed handbook: 


Report of Council on Industrial Health 


The Council on Industrial Health had its organizational 
meeting September 10, 1955, in Austin. It adopted a set 
of objectives which were reported to the Executive Council. 
The Council was organized to function through four stand- 
ing subcommittees as follows: 


1. Dr. Ralph G. Greenlee will be chairman of a Sub- 
committee on Public Service (all contacts with nonprofes- 
sional groups). 


2. Dr. V. M. Payne, Jr., will be chairman of a Subcom- 
mittee on Scientific Development (standards, special reports 
of scientific nature). 


3. Dr. Carl A. Nau will be chairman of a Subcommittee 
on Medical Education (training, recruitment, medical rela- 
tions, research). 

4. Dr. Foy H. Moody will be chairman of a Subcommit- 
tee on Interprofessional Relations (all contacts with other 
professional organizations) . 


On September 24, 1955, at the Doctors Club in Houston, 
the Council on Industrial Health of the American Medical 
Association gave a dinner in recognition of the formation of 
the Texas Medical Association Council on Industrial Health. 
This dinner was attended by the membership of the AMA 
Council on Industrial Health; Dr. J. Layton Cochran, Pres- 
ident of the Texas Medical Association; Dr. J. E. Pittman, 
president of the Harris County Medical Society; and C. 
Lincoln Williston, Executive Secretary of the Texas Medical 
Association. 


Dr. Ralph G. Greenlee participated in a meeting: on in- 
dustrial health sponsored by the West Texas Surgical So- 
ciety in Midland, December 8, 1955. Plans are underway 
for a one-day meeting on industrial health to be held in 
Longview in the near future. This meeting will be spon- 
sored by the local medical society. Plans are also under- 
way for a similar meeting to be held in the Beaumont-Port 
Arthur area during the next year. 

Papers on industrial health and industrial medicine were 
presented at the meeting of the Southern Medical Associa- 
tion in Houston, November 14-17, 1955. Industrial health 
will be included in the Section on General Practice pro- 
gram at the April meeting of the Texas Medical Association 
in Galveston. 


The Council has recommended to the Texas State Journal 
of Medicine that an issue be devoted to the general subject 
of industrial health during the next year. 


Respectfully submitted, 


V. C. BAIRD, Chairman, 
Foy H. Moopy, 
RALPH G. GREENLEE, 
V. M. PAYNE, JR., 
CARL A. NAU. 


The report was referred to the Board of Trustees as a 
Reference Committee, and the Trustees commented on and 
made recommendations relating to the report when the 
House met Sunday evening, April 22. This reference com- 
mittee report, which recommended adoption of the first 
eight paragraphs of the report of the Council on Industrial 
Health but disapproval of the final paragraph, suggesting 
instead submission of items on industrial health to the 
Journal for consideration throughout the year, is recorded 
in its entirety on pages 435 and 436 of the June Journal. 
The reference committee report was adopted by the House. 
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January Meeting Open 
To All Members 


The Conference of County Medical Society Officials and 
Symposium on Legislation, planned for January 26 in Aus- 
tin in conjunction with the Executive Council meeting 
the next day, will be open to all members of the Texas 
Medical Association and Woman’s Auxiliary. Invitations to 
previous conferences have been limited, but particularly be- 
cause of the widespread current interest in legislation, those 
planning the forthcoming session believe it should be open 
to all interested physicians and their wives. 

In addition, the first indoctrination program of the Asso- 
ciation will be held January 26. Although this is designed 
primarily for provisional members, some of the presenta- 
tions might be of interest to others, and the program will 
be open. 


Names of guest speakers and details of the January pro- 
grams will be announced in subsequent issues of the Journal. 


* County Societies 


A Program Is Born 


Subject matter, type of presentation, time schedules— 
these are only a few of the elements juggled by doctors 
who plan county medical society programs. From concep- 
tion to birth, a program presents difficulties which someone 
must. overcome. Some small groups leave the burden of 
selecting a program and making all arrangements to the 
secretary, to the president, or to a combination of officers 
who act as program chairmen. In some instances, each 
member of the society is assigned one program a year, thus 
dividing the work and giving everyone a chance to use his 
own ideas in preparing a program of his own choosing. 
Still another popular method is to let the physicians of the 
host city be responsible for the program. 

Medium sized societies utilize any one of the mentioned 
procedures, and some have program committees. Large so- 
cieties, having an average attendance of 40 or more, almost 
exclusively favor the latter plan. 

By far the most popular type of program, according to a 
recent survey, is centered around a scientific presentation 
by a person well qualified in his particular field. Occasion- 
ally, doctors show preference for a change of pattern. Fol- 
lowing is a list of some county medical society programs 
from the past year which have been rated by society secre- 
taries as outstanding; perhaps similar programs would be 
of interest to other groups. 


Nonmedical Programs 


1. Hobbies—Bowite County Society. 

2. Planning an Estate—Wharton-Jackson-Matagorda-Fort 
Bend Counties Society. 

3. Insurance Problems (including third party claims and 
liabilities) —Hidalgo-Starr Counties Society. 

4. The Physician and His Community—Galveston Coun- 
ty Society. 


Speakers 


1. Hypnosis (talk and demonstration)—member of Kawuf- 
man County Society. 

2. Injuries to the Upper Extremities—Dr. Thomas O. 
Moore, Houston, Washington-Burleson Counties Society. 
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3. Coronary Artery Disease—Dr. A. M. Goggans, Fort 
Worth, Wilbarger County Society. The presentation was 
simple, practical, and conversational, and brought out the 
high points of new trends in this field. 

4. Bladder Neck Obstruction in Pediatric Urology —a 
urologist from the Urology Clinic, Shreveport, Panola 
County Society. This program was given at a joint meeting 
with the auxiliary, and it was pointed out that doctors 
should pay more attention to urologic work in children; this 
program should be of interest to general practitioners, the 
secretary reports. 

5. The Colicky Child—Dr. M. W. Talbot, Jr., Big Spring, 
Dawson-Lynn-Terry-Y oakum-Gaines Counties Society. This 
was based on original work by Dr. Talbot. 

6. Gastrointestinal Bleeding—Dr. A. C. Broders, Jr., 
Temple, Kimble-Mason-Menard-McCulloch Counties Society. 

7. Toxic Reactions to Local Anesthetic Agents—member 
of Gregg County Society. 

8. Talking to the Patient—Dr. Stewart Wolf, Oklahoma 
City, Dallas County Society. This was popular as an “off- 
the-cuff” talk by an excellent speaker. 

9. Rules, Regulations, and By-Laws of a New Hospital— 
Victoria-Calhoun-Goliad Counties Society. 

10. Medical Problems Encountered During Evacuation of 
Viet Nam—Dr. Thomas A. Dooley, United States Navy, 
Bexar County Society. Dr. Dooley was the Navy’s only 
medical officer stationed in North Viet Nam during the 
evacuation of free Vietnamese to the noncommunist sector 


of Indochina. This program was co-sponsored by the Pfizer 
Laboratories. 


Panel Discussion 


1. Recent Advances in Therapeutics—panel discussion by 
San Antonio physicians, Bexar County Society. 





Illustrated Lectures 


1. Use of the Conditioned Reflex in Bracing—Dr. Her- 
bert Hipps, Waco, Falls County Society. This program util- 
ized demonstrations with braces of various types and slides 
with appropriate discussions. 


2. Breast Cancer; Controversy Over Treatment Policies— 
Dr. Vincent P. Collins, Houston, Cameron-Willacy Counties 
Society. Excellent slides and interesting delivery were at- 
tractive features of this presentation. 


3. Chest Surgery and Common Chest Conditions —a 
Houston chest surgeon, Montgomery County Society. This 
consisted of a lecture, slides, and a film. 


4. Therapy of Hypertension—Dr. Thomas Runge, Aus- 
tin; Current Therapy of Tuberculosis—Dr. W. D. Ander- 
son, San Angelo; Tumors in Children—Dr. Robert Nixon, 
Jr., San Antonio, Lampasas-Burnet-Llano Counties Society. 
Each of these presentations included slides or x-rays, and 
each. stimulated interesting discussions and questions about 
changing forms of therapy. 

5. Diseases of the Colon and Their Treatment—Dr. O. T. 
Kirksey, Galveston, Brazoria County Society. This lecture, 
with colored lantern slides, was followed by a lively ques- 
tion and answer period. 


Miscellaneous 


1. A “Grand Rounds” film, courtesy of the Upjohn 
Company—Bowie County Society. 

2. A videclinic (produced by Smith, Kline & French 
Laboratories over a closed television channel, and featuring 
nine leading heart specialists) Harris County Society. The 
secretary reports that a second videclinic did not create as 
much interest as did the first. 
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AMA AUXILIARY WORKSHOP 


Programs in traffic and home safety, mental health, pub- 
lic relations for doctors wives, and civil defense were dis- 
cussed by the Woman’s Auxiliary to the American Medical 
Association during its thirteenth annual workshop October 
1-3 in Chicago. Representing the Woman’s Auxiliary to 
the Texas Medical Association were Mesdames Richard °C. 
Bellamy, Liberty, President; H. S. Renshaw, Fort Worth, 
President-Elect; and George Turner, El Paso, Past President 
of both the state and national auxiliaries. 

The Auxiliary this year is emphasizing traffic and home 
safety and mental health. Other phases of the conference 
dealt with civil defense, recruitment of young people for 
professions allied with medicine, organization and member- 
ship, health and rehabilitation programs, public relations for 
doctors’ wives, the use of Today’s Health in health educa- 
tion, and fund raising for the American Medical Education 
Foundation. 


Women Have School 
And Board Meeting 


The School of Instruction and the fall Executive Board 
meeting of the Woman’s Auxiliary to the Texas Medical 
Association were held in the Association building in Aus- 
tin, September 26-27. 

Mrs. Richard C. Bellamy, Liberty, President, introduced 
Mrs. R. T. Travis, Jacksonville, School of Instruction Chair- 
man, and other Auxiliary leaders, who outlined the many 
projects for the benefit of the county auxiliary presidents, 
presidents-elect, and treasurers who attended the school. 


Samples of the Christmas card which was designed to be 
sold by the Auxiliary to aid the American Medical Educa- 
tion Foundation were presented to those in attendance. 
Members were urged to promote the sale of the cards and 
instructions were given them for placing orders for the 
cards at the Auxiliary office. 

The health fair will be an added attraction at the 1957 
annual session to be held in Dallas, Mrs. Jackson H. Speegle, 
Dallas, Chairman of the fair, explained. Located at the 
Dallas Health Museum, the fair will feature many new 
exhibits which will interest not only the lay public but 
doctors and their families. Door prizes and free soft drinks 
will be available. 


Auxiliary leaders were urged to sponsor science fairs as 
one method of recognizing the high school students with 
special talent for scientific studies. Mrs. Warren Shoecraft, 
Dallas, Co-Chairman of Science Fairs, stressed the need for 
attracting more students to careers in science. 


Radio recordings which are available from Texas Medical 
Association are a solution for the Auxiliary wishing to pro- 
vide health education and community service, Bill E. Rob- 
ertson, Coordinator of Public Relations of the Association, 
pointed out. The transcriptions are ideal for the auxiliary 
with a limited membership that wishes to promote a com- 
munity health project. Permission should be obtained from 
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the county medical society and then the recordings offered to 
local radio stations for use on free public service programs. 

Following a buffet luncheon served in the building, and 
a showing of the popular film, “Night Call,” groups met 
for round-table sessions. Mrs. George Turner, Past Presi- 
dent of the Woman’s Auxiliaries to the American Medical 
Association and the Texas Medical Association, conducted 
the session for representatives of county auxiliaries with 
more than 100 members. Mrs. Edward W. Coyle, San An- 
tonio, Past President of the Texas Auxiliary, was moderator 
for the group from auxiliaries with less than 100 members. 
Vice-Presidents and Council Women outlined their prob- 
lems of organization with Mrs. O. W. Robinson, Paris, 
President-Elect of the Woman’s Auxiliary to Southern Med- 
ical Association and Past President of the Texas Auxiliary. 
State committee chairmen reviewed their projects with Mrs. 
Bellamy. 

Dr. M. O. Rouse, Dallas, President of the Texas Medical 
Association, greeted the Auxiliary members as partners in 
health and congratulated them for their many successful 
projects. He addressed the group at an informal dinner at 
the Driskill Hotel the evening of September 26. He pro- 
vided facts and figures to offset some of the misinformation 
lay friends may have regarding the medical profession. 

The fall Executive Board meeting was held at 9 a. m., 


vir Taw 
‘me igeaks 


Members of the Woman’s Auxiliary to the Travis 
County Medical Society welcomed and provided refresh- 
ments for visitors attending the School of Instruction. 
Mrs. A. H. Neighbors, Jr., Mrs. A. H. Neighbors, Sr., 
Mrs. T. J. Archer, Jr., Mrs. Horace E. Cromer, and Mrs. 
John A. Crockett, all of Austin, are pictured upper left. 

Mrs. R. T. Travis, Jacksonville, School of Instruction 
Chairman, discusses (lower left) the program with Mrs. 
O. N. Mayo, Brownwood; Mrs. O. M. Marchman, Jr., 
Dallas; Mrs. Warren Shoecraft, Dallas; and Mrs. Lynn 
Hilbun, Henderson. 


Auxiliary Past President, President, and President-Elect 
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September 27, at the Texas Medical Association building. 
Mrs. Bellamy presided and introduced those present. 

Among the recommendations were two memorials of 
$100 each to the American Medical Education Foundation. 
One was to honor Mrs. H. B. Trigg, Past President of the 
Auxiliary, who died in August. The second memorial hon- 
ors Dr. H. C. Haden, Houston, husband of another Aux- 
iliary Past President, who died in April at the time of the 
annual convention. 

The Board approved funds to send Mrs. Bellamy as the 
Auxiliary representative to the annual meeting of the South- 
ern Medical Association to be held in November in Wash- 
ington, D. C. Mrs. O. W. Robinson, Paris, will be installed 
as President of the Southern Woman’s Auxiliary at that 
time. ‘ 

Mrs. L. Bonham Jones, San Antonio, Mental Health 
Chairman, and Mrs. William M. Palm, Houston, Legislation 
Chairman, recommended the active endorsement by auxil- 
iaries of constitutional amendment 7 at the November 
election. 

The Woman’s Auxiliary to the Travis County Medical 
Society served as hostess at the two day meeting. Mrs. T. J. 
Archer, Jr., Austin, president, and her members welcomed 
visitors, provided coffee and snacks, and assisted in regis- 
tration. There were 122 registered at the sessions. 


Stet on oe ‘ PP ee: . 
are pictured in the center inset. They are Mrs. Joseph 
H. McCracken, Jr., Dallas; Mrs. Richard C. Bellamy, 
Liberty; and Mrs. H. S. Renshaw, Fort Worth. 

Mrs. G. E. Felknor, Baytown; Mrs. Karl T. Sammons, 
Highlands; and Mrs. J. Griffin Heard, Houston, review 
organization plans with Mrs. Harold Lindley, Pecos, Vice- 
President (upper right). 


Mrs. John A. Crockett, Austin, is pictured (lower right) 
at the serving table with Mrs. B. C. Wallace, Waxa- 
hachie; Mrs. Walter P. McCall, Ennis; Mrs. C. L. Gary, 
Jr., Corsicana; Mrs. William C. Barksdale, Borger; Mrs. 
H. B. Allen, Brownwood; and Mrs. J. B. Stephens, Bangs. 
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DR. W. W. FOWLER 


Dr. William West Fowler, Dallas, Texas, who had served 
as secretary of the Dallas County Medical Society from 1919 
through 1953, and had edited the Dallas Medical Journal 
more than 30 years, died of coronary occlusion September 
10, 1956, at his home. 

Dr. Fowler, son of David and Sarah (Harris) Fowler, was 
born in Farmersville, October 12, 1871, and attended public 
schools there and at Pottsville. He received a teacher’s cer- 
tificate from the old Hico College in Hamilton County, 
worked two years in a Dallas drug store, and taught school 
six years before entering the Fort Worth School of Medi- 
cine in 1902. He was graduated from Memphis Hospital 
Medical College, Memphis, Tenn. (now University of Ten- 






























DR. W. W. FOWLER 


nessee College of Medicine), in 1903. He did postgraduate 
work in the Chicago Polyclinic; Eye, Ear, Nose, and Throat 
Hospital, New Orleans; Eye and Ear Infirmary, New York; 
and Bellevue and Bartholomew's Hospitals, New York. He 
began his practice in Clio, and practiced briefly in Goldth- 
waite and Hamilton before moving in 1914 to Dallas. He 
retired in 1954. 

He was a member of the Texas and American Medical 
Associations through the Dallas County Medical Society, 
and was elected to honorary membership in the state organi- 
zation in 1954. He also was named secretary emeritus of 
his county society. He was a charter member of the Dallas 
Civitan Club, which he had served as president three times. 
Dr. Fowler had been pastor of the First Primitive Baptist 
Church for more than 40 years. 

In 1953, he was awarded a Golden T certificate by the 
University of Tennessee in recognition of his service to his 
community during the half century since his graduation. 
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Dr. Fowler was married to Miss Nora Lou Wilson in 
Durant, Okla., December 19, 1932. Survivors other than 
his wife are two sisters, Mrs. A. C. Branum, Dallas, and 
Mrs. J. W. Newsom, Port Arthur; a granddaughter, Mrs. 
Gloria McKinney, San Antonio; and a great Grandson, Ira 
McKinney, San Antonio. 







DR. JAMES P. MOLLOY 







Dr. James Patrick Molloy, Houston, Texas, died at his 
home July 21, 1956, of cerebral thrombosis. 


He was born June 1, 1895, in Chicago, where he at- 
tended St. Ignatius High School and Loyola University. He 
received his doctor of medicine degree from Johns Hopkins 
University School of Medicine, Baltimore, in 1921. Dr. 
Molloy served his internship and residency in the Phipps 
Clinic of Johns Hopkins Hospital, specializing in child 
guidance and psychiatry. He also was an assistant instructor 
in psychiatry there. He was an instructor in psychiatry at 
Loyola University School of Medicine, Chicago, from 1929 
until 1933, and was clinical professor of psychiatry there 
for the next two years. Until 1935, Dr. Molloy was asso- 
ciated with the Institute of Juvenile Research, Chicago. He 
then moved to Houston, where he was director of the Bu- 
reau of Mental Hygiene. In 1944, he entered private prac- 
tice, which he continued until illness forced him to retire 
in August, 1955. 

He was a member of the Texas and American Medical 
Associations through the Harris County Medical Society, and 
had been elected to inactive membership in 1956. He also 
was a member of the Texas Neuropsychiatric Association, 

















DR. JAMES P. MOLLOY 


Texas Society for Mental Health, Guild of Catholic Psychi- 
atrists, Guild of Catholic Physicians, Alpha Kappa Kappa 
medical fraternity, and St. Michael’s Catholic Church. He 
was a fellow of the American Psychiatric Association. 

Miss Katharine Cook and Dr. Molloy were married July 
21, 1921, in Baltimore. Mrs. Molloy survives; other sur- 
vivors are two sons, Dr. James P. Molloy, Jr., and Joseph 
F. Molloy, Houston; four daughters, Mrs. Margaret Bourne, 
Miss Isabelle L. Molloy, and Miss Katharine L. Molloy, all 
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of Houston, and Mrs. Patricia Rockcastle, Tucson, Ariz.; a 
brother, Edward P. Molloy, Chicago; and five sisters, Miss 
Loretta J. Molloy, Mrs. Mary Gillick, Mrs. Margaret Mc- 
Carthy, Mrs. Frances Ernst, and Mrs. Rose O’Conner, all of 
Chicago. 


DR. JAMES R. WRATHER 


Dr. James Rufus Wrather, Amarillo, Texas, an honorary 
member of the Texas Medical Association, died of cardiac 
asthma at a local hospital on July 13, 1956. He had been 
in ill health for more than a year. 

Dr. Wrather was born December 21, 1865, in Coldwater, 
Ky., and was the son of John and Sarah Wrather. He at- 
tended public schools in Kentucky, and was graduated from 
the University of Louisville School of Medicine, Louisville, 
Ky., in 1886. Later, he did postgraduate work at the New 
York Poly Clinic. He began his practice in Coldwater, then 
spent a brief period in Oakton, Ky. He moved in 1906 to 
Amarillo, where he practiced until his retirement in 1953. 


DR. JAMES R. WRATHER 


He was a member and past president of the Potter County 
Medical Society and the Third District Medical Society, and 
was a member and past vice-president of the Fifty Year 
Club. He had been a member of the Texas Medical Asso- 
ciation almost continuously since 1908, and was elected to 
honorary membership in 1950; he also was a member of the 
American Medical Association and the Methodist Church. 

Dr. Wrather was married to Miss Alice Lamb in 1887 
in Coldwater, Ky. She died in 1916. Survivors include 
two sisters, Mrs. F. E. Ingham, Amarillo, and Mrs. Mattie 
Williams, Los Angeles; four grandchildren; and six great- 
grandchildren. 


DR. LEWIS W. FETZER 


Dr. Lewis William Fetzer, Dallas, Texas, died August 22, 
1956, at the home of his son, Lewis A. Fetzer, Dallas. 

Dr. Fetzer, son of Albert and Johanna Barbara (Dull) 
Fetzer, was born October 3, 1878, in Brooklyn, N. Y., and 
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studied at the Gymnasium Dresden, Germany, and Cooper 
Union, New York, then returned to Germany to earn his 
doctor of philosophy degree from the University of Munich 
in 1902. He received his medical education at George 
Washington University School of Medicine, Washington, 
D. C., from which he was graduated in 1910. He was 
awarded an honorary doctor of science degree from the 
University of Dallas in 1920. An authority on industrial 
chemistry, Dr. Fetzer served about six years on the biologi- 
cal chemistry staff of the United States Department of Agri- 
culture in Washington. Other positions which he held were 
physiological chemist, technical biologist, and sanitary engi- 
neer at the University of Maryland, College Park; associate 
professor of pathological chemistry, Georgetown University, 
Washington, D. C.; and professor of physiology and bio- 
chemistry, Fordham University, New York. He moved in 
1916 to Dallas, and taught pharmacology, physiology, bio- 
chemistry, and biology at Baylor University College of Med- 
icine. He later was on the faculties of Baylor University 
College of Dentistry and the University of Dallas. He had 
been in private practice in Dallas since 1925, specializing 
in diseases of metabolism and digestion. In 1949, Dr. Fetzer 
was appointed to the Board of Industrial Health by Presi- 
dent Truman, and later was reappointed by President Eisen- 
hower. He attended the conference on occupational dis- 
eases which was called by the President in May, 1956. 

A veteran of the Spanish-American War, he served as 
an instructor in the student army training corps at Baylor 
University during World War I, and was a lieutenant colonel 
in the medical officers reserve corps. 


DR. LEWIS W. FETZER 


Dr. Fetzer was a member of the Texas and American 
Medical Associations through the Dallas County Medical 
Society, and also was a member of the American Chemical 
Society and American Public Health Association, and a fel- 
low of the American Association for the Advancement of 
Science. 


On August 14, 1904, Dr. Fetzer and Miss Charlotte Cath- 
erine Kumberger were married. Mrs. Fetzer died in March, 
1946. 

Survivors other than his son Lewis include another son, 
Edwin Fetzer, Calgary, Alberta, Canada; a brother, William 
Fetzer, New York; and three grandchildren. 
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